American Journal of Surgery and Gynecology. 


VoLUME XVII. 


ST. LOUIS, MO., DECEMBER, 1903. 


NUMBER 5 


SURGERY OF THE STOMACH.* 


By C. P. THomas, M. D., SPOKANE, WASH., 
Surgeon to Sacred Heart Hospital. 


In selecting this subject for a paper at this time, I do 
so fully appreciating the fact that it is in its infancy; that 
doubtless before many years have passt I will be before this, 
or some other body apoligizing, and perhaps retracting many 
of the things I now say. The abdominal region below the 
navel has been so thoroly explored, written and rewritten 
about; its anatomy, physiology, pathology and treatment so 
perfectly understood that but little can be said or written of 
interest about it. Such, however, is not the case with the 
upper abdominal regions. It is true the gall-bladder and its 
ducts have received a great deal of surgical attention, but 
further than this very few men have had the temerity to do 
a great deal of work in these parts. The well known fact, 
that surgery confined to the lower abdominal regions fails so 
often to relieve our constipated, vomiting, neurasthenic, com- 
plaining patients, has induced a’ few of our surgeons to look 
for another region for relief of these symptoms. 

The anatomy of the normal stomach is too well known 
to require much description, except to say that during its ac- 
tive movements the normal pylorus is so situated, that the 
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stomach can completely empty itself with the patient either 
in the erect or recumbent position ; and the failure to do this 
is the prime cause of almost every symptom of disease that 
van be rightly attributed to the stomach. 


The symptoms consist chiefly in distress and general 
flatulence after meals. If the dilation is excessive there will 
be more retention, functional disturbances, gastric pain, 
nausea, vomiting and some auto-intoxication. Palpitation of 
the heart and dyspepsia are always present. The pain may be 
due to associated gastric catarrh, hyperacidity, or to pressure 
on the solar plexus. 


Pain in the back or lumbar regions and a sensation of 
dragging of the abdomen are accompanying symptoms, 
Headache, drowsiness and weakness are often present. Con- 
stipation is the rule, but occasionally diarrhea alone is pres- 
ent. Morning sickness even with vomiting is not uncom- 
mon. Aside from the various nervous symptoms there is 
usually some emaciation, dizziness, coated tongue, cold hands 
and numbness of the extremities. 


Gastric crises with tenderness and pain, slight rise in 
temperature and often transitory jaundice are seen. Uter- 
ine displacements with general enteroptosis often accompany 
chronic dilation. And as Mayo rightlv says, “Gastric ulcer 
is doubtless due to perverted stomach secretion, ulcers are al- 
most constantly associated with excessive secretion, and 
duodenal ulcers of the same character do not appear below 
the regions protected by the alkaline juices poured in thru 
the common duct.” 


Ochsner, before the recent meeting of the American 
Medical Association stated that surgery of the stomach is 
done for the relief of gastric ulcer, or one of its various 
sequelz : hemorrhage, perforation, adhesions, cicatricial con- 
traction, with pyloric obstruction and its consequent gastric 
dilation, hour-glass stomach, and carcinoma. 


While it would not perhaps be proper to add to this list, 
gastroptosis, it is the writer’s opinion that even this condition 
may often depend for its origin on pylotic obstruction. Op- 
erations upon the stomach for malignancies have been dotie 
from time to time by a number of surgeons for the past 
twenty years. We are indebted most, however, to Mikulicz, 
Mayo Robson, Murphy, Ochsner and the Mayo brothers, 
who are still active operators, for the work as represented to 
cate. 

Loreta, Wolfler and others gave us some fair surgery 
of the stomach several years ago, but little of it was of a 
character to be at all lasting or to have stood the test of 
time. Pylorectomy for beginning malignancy of the pylorus 
is considered a justifiable procedure by most writers; gas- 
trectomy scarcely so. 

‘Pyloroplasty for stenosis is but seldom done, and is con- 
sidered less satisfactory than gastroenterostomy. Gastros- 
tomy for finger or instrumental dilation of the pylorus is no 
longer to be considered, but for stricture of the esophagus 
it is still a recognized procedure, and may be either tem- 
porary or permanent—depending upon the character of the 
stricture. Excision of bleeding gastric ulcers has been done 
successfully and.perforating ulcers have been closed. 

There remains then but one operation for serious con- 
sideration, namely: Gastro-enterostomy or more correctly 
speaking, gastro-jejunostomy. It was first done by Wolfler, 
who anastomosed the intestine about three feet below 
the pylorus to the anterior wall by some such device as 
the bone-plate of Senn, the bobbin of Robson, or the 
Murphy button, and it was observed that the death- 
rate was not only great from this procedure (owing 


*Read before the Idaho State Medical Society. 


to imperfect technic) but persistent vomiting, so-called 
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“Vicious Circle” followed in many cases, bringing up the 
death rate to about 41 per cent. 

The posterior gastro-enterostomy in which attachment 
was made to the posterior walls of the stomach thru a slit in 
the transverse meso-colon gave better results for the simple 
reason that the lower portion of the stomach was most likely 
to be opened in that operation. 

It is to W. J. Mayo of Rochester, Minn., that we are 
indebted for one of the most important lessons that we have 
yet been taught in connection with this valuable operation. 
It was he who taught that a “Vicious Circle” would not fol- 
low, and that we would relieve the vomiting, gastric pain, 
gaseous eructations, neurasthenia, etc., if the anastomosis 
were made in the most dependent portion of the stomach. 
He also found that while the Murphy button gave fair im- 
mediate results, the relief was not permanent unless the 
pyloric stenosis was complete. 

The physiologic rest given the peptic ulcers near the 
pylorus by drainage below, permits them to heal and the in- 
flammatory area around them to subside, until the pyloric 
opening is patulous again, allowing part of the food to pass 
thru it. Then the opening made by the button will contract, 
and the old condition returrf# So he attempted to entirely 
close the pylorus in all cases not malignant. This procedure 
was quite different and more or less dangerous, and he has 
abandoned it for the double-row-suture operation, which 1 
will describe later as perfected by Prof. Mikulicz of Breslau 
and modified by Mr. Moynihan of Leeds. 

The usual size of the Murphy button used for this work 
is about 7g of an inch in diameter, and the union after the 
disappearance of the button leaves the serosa united with the 
two mucous surfaces as far apart as the thickness of both 
the stomach-wall and gut-wall. These two separate mucous 
surfaces must unite over a granulating surface which is fill- 

ing in quite rapidly, leaving the opening only about 1% inch 
in diameter. It will readily be seen that the double-suture 
method unites mucosa to mucosa, muscle to muscle and 
serosa to serosa, preventing subsequent contractions while 
healing ; also that the size of this opening can be made much 
larger than with a button. 

It was my good fortune to have met the above named 
gentlemen recently and to have seen all of them operate. I 
was also able to watch them make the diagnosis of gastric 
dilatation which was done as follows: After taking the his- 
tory of the patient and going over the symptoms pertaining 
to the stomach, as suggested above, the patients were starved 
for twelve hours and submitted to one of the following tests: 
either the Seidlitz powder (the two powders being given 
separately, which will readily show the outlines of the stom- 
ach under forced dilatation, but which is not entirely free 
from danger, particularly if an ulcer or malignancy be pres- 
ent) ; or an ordinary bicyle pump or Davidson’s syringe was 
need to fill the stomach with air thru a stomach-tube, during 
which time the stethescope enabled one to outline the stom- 
ach and it could even be seen on the surface, if the patient 
were not too fat ; or the light test, which I generally use. This 
consists in putting a small electric light into the stomach, 
which has previously been filled with water, and readily 
shows its outlines. It is advised by those surgeons to oper- 
ate on all cases producing symptoms, in which the dilatation 
extends much below the navel. It should also be done as 
soon after gastric hemorrhage from ulcer as the patient can 
safely stand such a procedure; and for gastro-ptosis, when 
the stomach shows markt dilatation. It may also be done for 
the relief of adhesions to surrounding tissue due to former 
ulcers. 

In all varieties of pyloric stenosis it is the operation of 


choice. If malignancy is found in the pylorus which is freely 
movable and the surrounding glands still free from involv- 
ment, pylorectomy may be added. Duodenal ulcers esvecially 
in the upper portion, are due to the same causes as gastric 
ulcers (and are differentiated from them by the pain not 
coming on until after digestion is about completed), are also 
relieved by this operation. 

It will therefore be seen that the field of usefulness of 
gastro-enterostomy is quite extensive and when once a com- 
plete technic is perfected, the death-rate will not exceed that 
of other serious abdominal operations. 

A valuable disgnostic point suggested by one authority 
for pyloric stenosis is to wash out the stomach before food 
is taken in the morning, when the presence of undigested 
food will be confirmatory. The operation as performed by 
Moynihan and all his followers (including the Mayos and 
myself) is as follows: ‘The patient is prepared as for any 
other abdominal section, it not usually being necessary to 
wash out the stomach, it being already empty. An incision in 
made in the median line three inches above and one below 
the umbilicus. The transverse colon is delivered and the 
jejunum is pickt up just below where it passes thru the 
mesocolon. ‘This is a little to the left of the bodies of the 
vertebrae. With a sharp-pointed forcep the mesocolon is 
punctured just above the jejunum and the punctured wound 
spread sufficiently to admit two fingers thru it. 

The stomach will then present in this slit at about its 
lowest portion. The gastro-epiploica artery will be most 
prominent in the portion of the stomach drawn thru the slit. 
The anastomosis is made just posterior to the artery and as 
near as possible without puncturing it. This insures a low 
opening in the stomach. 

The transverse colon, omentum and protruding portion 
of the stomach are now reduced into the cavity. The portion 
of the stomach that has been pulled thru the mesocolon slit 
is held with a large Doyen’s clamp covered with rubber tub- 
ing placed transversely with the body. A similar clamp is 
adjusted on the jejunum as high up as possible below the 
mesocolon. The two clampt portions will now fall readily 
together, and are thoroly surrounded with lap sponges one 
being placed between the clamps so as to catch any leakage 
that may occur. 

A running Lembert suture of fine silk or preferably cel- 
luloidin linen is placed low down on the clampt portions and 
co-apts the parts for about an inch anda half. With a sharp 
knife an incision is now made in both the gut and stomach 
about % inch from this suture, parallel with it, nearly its 
entire length just thru the serous surfaces. 

The opening in both is then completed with small curved 
scissors, being careful to remove some of the redundant mu- 
cosa. With fine chromatized catgut a complete suture is 
placed entirely around, drawing the two openings together, 
beginning at about the same place that the first stitch did. 

Care must be taken during this stage to include all the 
thicknesses of both the gut and stomach in every stitch, other- 
wise serious hemorrhage might take place and there would 


also be imperfect coaptation. The first suture placed is left - 


loug with the needle still on it and it completes the posterior 
line of suture. 

The clamps are now removed and the Lembert suture 
is continued also as a running stitch around to its place of 
beginning. Then it is best to stitch the slit in the mesocolon 
to the wall of the stomach about an inch above the anastomo- 
sis. This prevents the gut being drawn into the slit and 
strangulated and also serves to maintain a funnel in the 
lower portion of the stomach which encourages drainage. 

This makes the ordinary ~double-suture method and 
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scarcely needs so full a description. All the exposed parts 
are now washt with salt solution and the abdomen closed in 
the usual way. 

I have done this operation complete in thirty minutes. 
Should gall-stones be present the bladder can be drawn up 
thru a small stab-wound over it, if not too contracted, and 
treated at the same time. I have also removed the appendix 
thru the original and also thru a new incision. This is the 
operation as performed by Moynihan and the Mayos, while 
Mikulicz does not use the clamp but instead leaves the stom- 
ach, transverse colon, and part of the jejunum out of the 
cavity during the entire operation. This must of necessity 
greatly increase the shock, and is not free from a liability to 
infection, because gastric and intestinal juices flow freely 
while operating, and bleeding is also quite annoying. 

I have operated upon six patients by the method de- 
scribed above during the past three months, with one fatality, 
due, however, to causes foreign to the operation. One of 
my cases had had a perforating ulcer of the stomach attach- 
ing the liver thereto, and had not passt anything thru the 
pylorus for four months. She, however, made a most bril- 
liant recovery. 

From the report of Mayo’s work and my own experience 
as suggested above, I believe the death-rate from this pro- 
cedure will not exceed five per cent and that will enable 
us to relieve many of our patients who have heretofore been 
treated unsuccessfully with rest, pepsin, and the bitter tonics. 
It is also now well recognized that most malignancies of the 
stomach are due to ulcers, therefore the timely application 
of this method may prevent most stomach cancers. 


A SIMPLE AND EFFECTIVE OPERATION FOR 
CYSTOCELE.* 


By EDWIN REYNOLDS, M. D., Boston, MAss., 
Surgeon to the Free Hospital for Women. 


This method and the reasons why it should prove satis- 
factory were explained in 1902 before the American Gyneco- 
logical Association. The operation, as now perfected, is thus 
performed: 

The anterior wall having been exposed by a suitable re- 
tractor, preferably in Sim’s position, the points AA (Fig. 1) 
at the sides of the cervix are markt by tenacula or tissue for- 
ceps. The point C, the highest point in the anterior wall 
which is still entirely intact and unthinned, is seized with 
tissue forceps and pusht upward along the median line untii 
it is on the stretch. The points BB, situated laterally ex- 
terior to AA, are then selected as those which can be drawn 


. by tenacula or tissue forceps into apposition with C on the 


median line, and are similarly markt. The crescentic area 
indicated in the diagram is then lightly markt out with a 
knife as a guide in the excision of weakened portion of the 
wall, the point D being not more than half an inch in front of 
the cervix. Its exact position is unimportant. A short 
transverse incision at C is then carried thru the vaginal wall 
until the point of cleavage between vaginal mucous mem- 
brane and bladder-wall is found when the two layers may 
be very readily separated by either the fingers or the handle 
of the knife may be pusht gently thru until it shows at the 
inner edge of the crescent at D. As a matter of convenience 
the vaginal mucous membrane may now be split in the middle 
line (C to D) and each side quickly and easily denuded. 
The separated vaginal wall is next cut away with knife or 
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scissors, care being taken to make the cut in the vaginal 
mucous membrane a clean one, to insure perfect apposition 
and early healing. 

The bladder is next separated from the supra-vaginal 


Fig. 1. How the surface is denuded. 


cervix and muscular fibers of the broad ligaments to the level 
of the internal os, a point the importance of which can hardly 
be overestimated, more especially when there is descent, of 
the cervix—so often the case. 


Fig. 2. Showing the first suture tied, the cervix being thrown 
strongly backward. 
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The points B-B are next connected to C by sutures (as 
shown in Fig. 2), the needle being made to pass deeply thru 
the whole thickness of the vaginal wall, and at B still more 
deeply in order to catch the fibers of the lower portion of the 
broad ligament. As in other forms of anterior colporrhaphy 
no “dead spaces” must be left beneath the united vaginal mu- 
cous membrane. 

When all the sutures have been tied the appearance.is as 
shown in Fig, 3. 


Fig. 3. Appearance after last suture is tied. 


A few superficial stitches may be necessary to prevent 
gaping, or the surface-wound may be whipt together with 
a running catgut suture, the needle passing at each insertion 
thru the whole thickness of the vaginal wall. 

As the result of this operation, the cervix is thrown 
markedly backward and the anterior vaginal wall is there- 
fore in appearance rather lengthened than shortened, but 
its attachment has been transferred to the firmest supports of 
the vaginal vault, the bases of the broad ligaments ; the uterus 
has thereby been relieved of weight, and is found to be 
higher rather than lower; and the wall, as a whole, is drawn 
upward and forward behind the pubes in a way which af- 
fords a surprisingly firm support for the base of the bladder. 

Indeed the entire pelvic contents are so raised as to oc- 
cupy a position such that the lower line of the bladder is rep- 
presented by the black transverse line in Fig. 4. 

It might appear at first sight that a cavity would be left 
between the unaltered bladder wall and the line of union 
of the vaginal wall, but in practice the contractile bladder 
wall at once shortens itself to its new position, and no such 
cavity is left. 

The only vessels divided are situated in the vaginal wall, 
and bleeding is consequently controlled by the sutures. In 
practice I have had no trouble from this source. 

The only objection to the operation is that if primary 
union is not obtained, the results from cicatrical contraction 


following healing by granulation are not as satisfactory as in 
the ordinary denudation. In order to reduce the chances 


Fig. 4.—The heavy straight line shows diagrammatically the line 
“ the repaired anterior wall, and the natural lower wall of the blad- 
er. 


against primary union—so desirable here as elsewhere—no 
operation should be attempted on either cervix or perineum, 
however badly ruptured ; nor should the uterus be curetted. 


THE GENERAL PRINCIPLES ON WHICH AMPUTA- 
TIONS WERE PERFORMED IN PRE-ANTI- 
SEPTIC TIMES. 


By THomas H. MANLEy, M. D., PH.D., NEw York City, 
Professor of Surgery in the New York School of Clinical Medicine. 


If one will attentively examine the average text-book 
or encyclopedia on surgery, it will be usually observed that 
the greater part of the text occupied with the subject of am- 
putations will chiefly relate to the manner of making flaps; 
and will give in detail the technic of a considerable number 
of special amputations, with the names of various operators 
attacht to them. From a historical standpoint, this may be 
a useful custom ; but for practical purposes in traumatic sur- 
gery it is quite superfluous—nay, on the contrary, in many 
instances with the inexperienced it may lead to serious error. 

That “an amputation is an opprobrium to surgery,” was 
a time-honored saying which is yet doing good service—but 
it would seem may be a disputed question. 

If a limb is hopelessly crusht to a pulp, structurally and 
functionally destroyed, then, certainly, it does not seem clear 
what “opprobium” should attach to the surgeon who pre- 
serves a part of the limb and saves the life. 

. However, it is reasonable to assume that in those in 
whom a wound became infected and life was threatened, the 
surgeon proceeded to the severance of the inflamed throb- 
bing limb, only with a full sense of his potency to preserve 
that part he must not destroy. 

The mortality in the amputation of various members in 
former times, as will be later seen, was considerable ; and, 
secondary amputations were not very infrequent. 

The indications for amputation were amply definite. 

Mr. Guthrie said that “amputation is the last resort of 
surgery.” “Again,” he adds, “surgery is never stationary 
and surgeons must continue to show that it is as much a 
science as an art.” (Surgical Commentaries, p. 212.) 

It was generally conceded that a limb must be only sac- 
rificed when no hope remained of saving it. We can well 
conceive that in earlier times, when the art of surgery was 
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practist by comparatively few, when anesthetics were un- 
known, and when bacteriology was not utilized as a science, 
the average shattered limb doubtless often presented many 
hopeless features. 

Nevertheless Mr. Guthrie in his valuable commentaries 
on the surgery of the British Army in the Peninsular War 
and after Waterloo, demonstrated that in the early part of 
the present century surgeons were beginning to realize what 
might be accomplisht thru conservatism in the treatment of 
gun-shot fractures of the extremities. 

Failure to preserve shattered limbs in many instances 
were chiefly for two reasons. The first was because of want 
of skill and experience on the part of the surgeon, and the 
second because facilities were wanting. When textile fab- 
rics and every description of mechanical construction were 
made by hand only, they were scarce and expensive. Skilled 
nurses were rare, or one was obliged to administer to so 
many that but few secured proper attention. 

The question of the expediency of performing immediate 
or secondary amputation was a disputed one among the most 
eminent authorities. Inasmuch, as for reasons heretofore 
considered, surgeons in civil life, who saw so few serious 
traumatisms, preserved a non-committal attitude and the pro- 
fession lookt chiefly to military surgeons for opinion and 
direction, 

With few exceptions, field surgeons recommended early 
amputations, as a general rule. 

It is easy to understand, why in the vast majority of 
serious lesions of the joints and limbs, sustained in battle, 
they often demanded summary and radical measures, with 
the view of giving the soldier the best chance of his life. 

In any case, when delay was permitted and inflamma- 
tion followed, amputation must have been extremely painful 
and the prospects of preserving life greatly reduced. 

It may be said, that as a general rule, indications for am- 
putations were but vaguely, or very superficially considered 
by the average surgical author. Perhaps, for prudential rea- 
sons, this was omitted in the text-book; it being assumed 
possibly that a decision to sever a limb should never be ar- 
rived at until the mangled parts had been first inspected by 
an experienced surgeon. It was only when gangrene fol- 
lowed, that anything like definite rules are set forth. 

Past generations of surgeons entertained a constant 
dread of “inflammation or mortification.” They well knew 
that when inflammation developt with active febrile disturb- 
ances and extensive suppuration, pyemia promptly followed, 
from which but few survived. Unhappily, too, those septic 
sequelee often set in, after the healthy flaps were adjusted, 
pus infiltrating up thru the muscle-sheaths, in various 
directions, entering the circulation, if ample drainage were 
not provided. 

Indeed, so much was this feared, that as late as 1875, 
during my interneship in the Park and ggth Street Hospitals, 
it was the custom then, in obedience to directions of one of 
the consulting surgeons, Dr. James R. Wood, to leave the 
wounds open after amputation, and permit the breach to close 
by granulation tissue. This was an extremely tedious and 
painful process to the patient ; besides it totally failed of pre- 
venting septic infection ; and, in some instances was followed 
by such retraction of the flaps as to render a consecutive am- 
putation unfortunately necessary. 

We can therefore appreciate the difficulties which lay 
in the surgeon’s path in serious traumatisms of the ex- 
tremities. when the routine dressing for an amputation was 
a daub of Peruvian-balsam and a wad of oakum; when the 
injured were indifferently fed and nurst, when there was a 
less intelligent public to deal with. Then the patient was 


less disposed to bring the surgeon to court for mal-practice 
than now. If immeasurably greater facilities have been 
given to us (and, it must be added here, that New York pro- 
vides for her injured with a lavish hand) our responsibilities 
have been proportionally increast, and what would pass as 
“fair,” in the near past, will not be accepted in our time. 


REMARKS ON DIVISION OF THE FEE. 


By G. FRANK LypsTON, M. D., Cuicaco, ILL., 
Professor of Genito-Urinary Surgery in the University of Illinois. 


As I have been quite prominently identified with the 
anti-commission practice in surgery, I feel it is incumbent 
upon me to answer your editorial upon “The Commission 
Evil.” 

In the first place I will state that I know of a number of 
men who pose as “reputable” who openly solicit cases on a 
“commission basis.” Arkansas has legislated against 
“drumming quacks” who do the same thing! Wherein lies 
the difference——merely in latitude? 

My position is this: When a man recognizes his inabil- 
ity to treat a case and sends it to one who can do so, he is 
supposed to be acting in the sick person’s interests. That 
person should be made to pay all fees he may owe the first 
attendant. To attempt their collection surreptitiously is 
harmful to the profession and does not elevate the doctor in 


Dr. G. Frank Lydston, of Chicago, is one of the most versatile 
men in the medical profession. His contributions to literature have 
been notable—his ‘“‘Over the Hookah” perhaps being best known. He 
is a graduate of Bellevue Hospital Medical College of the class of 
1879. He is now Professor of Genito-urinary Surgery in the Medical 
Department of the University of Illinois, Professor of Surgery in the 
Chicago Clinical School and Professor of Criminal Anthropology in 
Kent College of Law. His contributions to medical literature have 
not been numerous, but they have been of the highest quality.—Editor. 


the public esteem. The commission business is dishonest, 
mean and unprofessional. It is leading to indisciminate op- 
erating for what there is in it. The public will not “stand 


for it,” as editorials in all the Chicago papers have proven. 
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Now as to “fee division:” If the first attendant has 
rendered honest services in the case, he should be compen- 
sated in due and proper proportion, but openly and above 
board. This is perfectly practicable. My rule to to de- 
termine what proportion of the fee is justly due my con- 
ferere, add it to my own, and present a joint bill. I also ask 
him to present to me for record a separate bill on his own 
part. There is no earthly objection to a “partnership ar- 
rangement” on a square basis between physicians. 

The man who confesses his inability to operate and then 
attempts to put himself on the same plane of expertness oc- 
cupied by him who can, by demanding, in a case which is 
manifestly not his, a portion of the fee, has most unparalleled 
effrontery. The laborer is worthy of his hire, but this does 
noi prove the steerer and the bunko man worthy of the fleece. 

The “commission” business is here, and will soon de- 
grade the profession to a standard even lower than that to 
which the public hospital is fast pushing it. There are no 
longer any professional ideals that are not badly disfigured. 
I was recently informed by credible authority that a certain 
large charity (?) hospital in Chicago pays large commission 
every year for surgical cases sent to it. I predict that, ere 
long, the general practitioner will boycott every public hos- 
pital and every man connected with it. 

There is one point in the editorial which is not logical, 
viz., the assertion that greediness actuates men who do not 
pay commissions. The man who is actuated by mere greed, 
has only to announce his willingness to pay commissions and 
his hungry maw is likely to be satiated. 

The whole issue revolves around the question, “Is 
medicine a trade or a profession?” If it is a trade, the 
sooner we know it the better. Then we can all have a crack 
at the plums. As it is now, the sneaks who dare not come 
openly and state their practice, are getting more than their 
share. This much I believe, viz. : 

If the “commission” business is right, then there are no 
longer any practices outside of reallv criminal acts, that can 
be considered “unethical.” Establish the legitimacy of the 
commission business in medicine and I would be willing to 
guarantee safety from criticism of any man who should lay 
his wares before the laity in the public press or by circular. 
Even under present conditions I hereby volunteer my ser- 
vices as counsel for any man who is accused of unethical 
conduct by any of our large medical societies. Let him ad- 
vertise in the newspapers if he likes ; I would almost guaran- 
tee him acquittal on “ethical” grounds. Indeed, with the 
evidence at my command, I know some societies in which 
I faney I could get the indictment quasht without much 
trouble! 


NON-PENETRATING ABDOMINAL WOUNDS — REPORT 
OF CASES.* 


ous, and now and then a life be saved that otherwise would 
be sacrificed ? 

In 1823, Sir Astley Cooper, speaking of operations on 
the spinal column, which at that time were attracting much 
attention in the surgical world, stated that “if one life in 
fifty, aye, even if one in a hundred could be saved by rea- 
son of laminectomy, the operation is justifiable.” If this 
position is correct in operations upon the spine, when the re- 
sults are so discouraging, no one who has given the subject 
due consideration will question the imperative obligation 
when applied to abdominal injuries, with or without visible 
signs. 

The external marks have not the slightest bearing in 
indicating the degree of trauma sustained by the viscera, but 
are in many instances misleading, making other considera- 
tions as to the parts involved, or the extent of involvement 
of certain organs, harmful for correct conclusions. There 
can be but one explanation as to our tardiness in recogniz- 
ing and properly treating cases of this nature, and that is, 
that in the ordinary practice covering a decade the physician 


By J. L. Wicerns, M. D., East St. Louis, ILt., 
Professor of Anatomy in the St. Louis College of Physicians 
and Surgeons. 

To what degree has the surgery of non-penetrating ab- 
dominal wounds progresst during the past decade? Not the 
progress as applied to the few—but as applied to the many. 
Is the diagnosis “internal injuries,” in a death certificate, 
justifiable except in rare instances when “shock” renders 
the patient moribund and assures death under anesthesia? 
May not the supposed certainty of death, the result of in- 
ternal abdominal injuries, in rare instances, prove errone- 


*Read before the Southern Illinois Medical Society. 


Dr. J. L. Wiggins, of East St. Louis, graduated at the St. Louis 
Medical College in 1877 and has practist continuously in ‘“‘the East Side 
Cities” since that time save when engaged in post-graduate study. Of 
late years his work has been largely surgical, his operations being 
many and of surprisingly successful character. During the past three 
years he has acted as Professor of Anatomy in the St. Louis College 
of Physicians and Surgeons, and is regarded as one of the most com- 
petent men in the faculty.—EDIToR. 


will have but few occasions upon which to exercise his 
judgment. These cases being so widely separated, and re- 
quiring quick action and unfaltering courage, in the face of 
family and often professional opposition, it becomes easier 
to acquisce in a “conservative” course of action, than to 
brave the probability of failure in diagnosing the severity of 
the injury, or the probability of death whilst endeavoring to 
correct the same. If full statistics of deaths resulting from 
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injury to abdominal organs could be obtained, the results 
would be appalling ; if, in addition to this, it were possible to 
know the number of lives which could have been saved by 
timely and judicious surgical interference, the conservative 
doctors would realize that malpractice more frequently re- 
sults from not doing, than from the doing. 


It is a fairly well recognized fact that penetrating ab- 
dominal wounds receive prompt surgical attention. The 
improbability of escape from injury of some organ, when 
the space is as fully occupied as is the abdominal cavity, 
appeals to the most skeptical, but on the contrary when no 
visible marks are in evidence, the non-penetrating wounds 
are passt by, the serious constitutional symptoms being ex- 
plained as “shock,” without an effort being made to analyze 
its cause. 

The statistics collected by Eisendrath indicate that injury 
to abdominal viscera without external evidence is twice as 
frequent as that due to penetrating wounds, to-wit: 

Of 362 cases of injury to liver, 184 were non-penetrat- 
ing abdominal injuries, with no external signs. Of 160 
cases of injury to spleen, 83 had no external signs. Of 152 
cases of injury to kidney, 90 were without external signs. 
To these he adds Makin’s tables comprising 89 cases, and 
Neumann’s 54 cases, showing that, in relative frequency of 
injury to the several abdominal organs, the kidneys and in- 
testines form over 60 per cent of the cases. 

Conclusions as to the degree of violence received by 
different individuals or by the same individual at different 
times, are of no value in estimating damage done. Two fac- 
tors must be considered, Ist, origin and distribution of the 
lower intercostal nerves; 2nd, thickness of walls. Let it be 
remembered that the seven lower intercostal nerves together 
with the ileo-hypogastric and first lumbar, supply the skin as 
well as the abdominal muscles, hence, any irritation or sug- 
gestion of injury stimulates the peripheral termination of cu- 
taneous branches. This is followed immediately by reflex 
contraction of the abdominal muscles forming a dense 
board-like barrier between the force applied and the con- 
tained viscera. In this manner the difference of a few sec- 
onds in time in injuries of like severity render the result 
either simple or severe. 

“Thickness of abdominal wall”—Few realize the close 
apposition of the anterior abdominal wall to the lumbar 
curve of the spinal column. In the emaciated subject, when 
in the recumbent position, the umbilicus touches the fourth 
lumbar vertebra. The small intestine, when the patient is 
erect, occupies the space surrounding the umbilicus, and dips 
down into the pelvis, the mesenteric attachment permitting 
free intestinal movement. This obtains Ist by gravitation, 


- 2nd when there is sufficient thickness of abdominal wall to 


arrest the immediate action of force, the intestines gliding to 
the periphery and thereby escaping inpingement between 
force applied and dense structure of vertebral column. 

The kidneys are second in order of frequency of injury, 
and in some tables take precedence. It is difficult to form 
logical reasons as to the reasons thereof. Situated as they 
are, deep in the loins, along the sides of the last dorsal and 
upper three lumbar vertebrae, protected by the bodies and 
strong transverse processes of vertebra in connection with the 
erector spinae, externally the quadratus, transversalis and 
psoas muscles, surrounded by a cushion of soft adipose tis- 
sue, and further guarded on the right side by intestines and 
liver and on the left by spleen, pancreas, and intestines, 
would indicate an ideal protection from injuries non-penetrat- 
ing in character. 

Morris’s suggestion of pressure on floating ribs causing 
puncture, will apply in some few cases; sudden forcible 


flexure of trunk, etc., but by far the greater cause is direct 
violence, by impinging the body between two unresisting sur- 
faces. The better protection afforded the right kidney, by 
reason of its relation to the liver, yields no relief. Accord- 
ing to the statistics of Kuester, of 272 cases cited, 142 oc- 
curred on the right side, and 118 on the left. 

The liver, next to the kidneys and intestines, is most 
liable to injury, for while fully protected: from violence of 
an ordinary character, by the thoracic cage, it is susceptible 
to rupture on account of its friable structure, and it is espe- 
cially difficult to diagnose on account of history of trauma, 
which is more suggestive of contusion of the lung than of 
this organ. It is seldom that we consider the encroach- 
ment of the abdominal cavity upon the (expected) cavity of 
the thorax, and it is difficult to realize that the diaphrag- 
matic dome reaches to the fourth rib. Force may be suf- 
ficient to bend ribs from the seventh to the twelfth without 
fracture, and yet by impact cause hepatic rupture. 

The force required for rupture of the urinary bladder 
is usually sufficient to fracture the anterior portion of the 
bony pelvis, except in cases when the patient is by reason 
of alcoholic stupor or pathological obstruction of the urethra, 
laboring under vesical distension sufficient to cause this or- 
gan to rise above the pubis. 

The pancreas and spleen by reason of their loose attach- 
ment permitting a free range of motion, and their protected 
position, are the least liable to injury except when affected 
by pathological conditions which modify or destroy these 
natural safeguards. 

Diagnosis of injury of abdominal organs, when no ex- 
ternal evidence exists, demands not only a throro anatomical 
and pathological knowledge but in addition the exercise of 
the rarest judgment in differentiation. There can be no 
fixt rules by which severity of lesion can be gauged. In one 
instance the primary shock would measurably indicate the 
severity of injury, in another its absence misleads. As a 
rule, however, shock is our only guide, and the few indica- 
tions (symptoms by which we may eliminate from our con- 
siderations certain organs) are more noticeable by their ab- 
sence than their presence ; especial emphasis is laid on this 
fact because of experience in cases one and two of this 
series, large quantities of blood passt thru bowels and blood 
was also vomited, indicating injury to the stomach or intes- 
tine. These organs were found intact. In case number 
one, catheterization of bladder showed scant, bloody urine, 
indicating rupture of the bladder. Post-mortem examina- 
tion disclosed no injury to that viscus, but the right ureter 
was almost completely severed at the pelvic brim, and the 
shock had arrested normal urinary secretion. Our only re- 
course under these conditions is, that when a case presents 
with a history of severe abdominal injury accompanied by 
shock, especially when the “abdominal facial expression,” 
is present, to make an exploratory incision, with careful sys- 
tematic inspection of contained viscera. 

During the past two years, some four cases have come 
under my observation with either slight, or no, external 


signs. 
CASES. 


CASE I—A. A. Age 32. 5-8. Weight 148 pounds. 
History: Caught between electric cars while coupling them, 
g a. m., about twenty miles from city; was sent to hospital 
but did not reach there till 3::30 p. m. 

External signs:—Slight discoloration one-half inch to 
right of umbilicus, one-fourth by one-fourth inch. Also 
slight ecchymosis in lumbar region. The patient was mori- 
bund at this time and died one-half hour later. The follow- 
ing notes of post-mortem will be of interest. 
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Post-Mortem or A. A.—INTEsTINES.—Upper portion 
of jejuno-ilium fourteen inches from duodenum completely 
severed. Same intestine injured three feet from duodenum ; 
consisted of two ond one-half inches in which mesentery was 
completely separated from circumference of intestines. One 
injury seven feet from duodenum similar in character to sec- 
ond injury same intestine, 

Muscies Ricut S1pr.—Complete transverse laceration 
and separation of psoas parvus and psoas magnus at upper 
sacro-iliac articulation. Laceration of quadratus lumborum 
at iliac insertion. 

Bone.—One inch backward displacement of pelvic 
bones right side from their sacral articulation. Also com- 
plete decortication of periosteum from fifth lumbar vertebra. 

Verns.—Injury to external iliac vein at pelvic brim, with 
effusion of about one liter of venous blood retro-peroteneal. 

Ureter.—Right side contused and lacerated at point 
near where it passes over common iliac artery. 

OMENTUM.—Rupture of large branch of colica media, 
with formation of clot one by one and one-half inches be- 
tween layers. 

Kipney.—Left kidney: ecchymosis on cortex ventral 
aspect ; capsule intact. 

Stomach, liver, right kidney, pancreas and bladder nor- 
mal. Spleen enlarged about six times ordinary size. In 
epigastric region middle line two and one-half inches below 
ensiform cartilage, there was an aperture thru tendinous and 
muscular portion of parieties one inch in diameter, result of 
protrusion of sub-peritoneal lipoma ; also a protrusion of like 
tumor in same region at distal portion of ensiform appendix. 

CASE II.—This was reported in full at meeting of IIli- 
nois State Medical Society on May 20, 1902. In brief, facts 
were as follows: R. R. Colander, age 31, 5 feet 8% inches, 
while using large scrap-iron shears, was struck on abdomen 
at about 12 p.m. The primary shock was not markt. No 
external signs of injury. The assistant company surgeon 
thought it was to transfer him to the hospital. I saw case 
next morning. 

Conpit1ion.—Abdomen tympanitic ; pulse 106 ; tempera- 
ture 101. Pain in left hypochondrium. Case kept under 
close observation and improvement noted in general and lo- 
cal conditions. 

ConpITION ON THIRD Day.—Temperature 98.6. Pulse 
88. Very litte pain on deep pressure at any point. Condi- 
tions ceast to be of interest and patient was restless under re- 
straint. On fourth day, 10 a. m., while rising, was seized 
with sharp pain in right hypochandrium, followed immedi- 
ately by syncope. Later, large quantities of blood were 
vomited; also had bloody stools. At 11:30 a. m., after 
rapid preparation abdomen was opened. Careful inspec- 
tion of gastro-intestinal tract disclosed no lesion, but on the 
upper surface of the liver was a rupture three inches long. 
Patient was nearly moribund when placed on the table and it 
was only by the use of intravenous injection of normal salt 
solution, that life was preserved. Recovered after secondary 
operation for establishment of direct drainage by resecting 
about three inches of seventh and eighth ribs. 

CASE III.—Occupation roller. Age 47. Emaciated 
and prematurely aged ten years. History: Struck in groin 
by bar of iron at 7 p.m. Saw patient shortly after injury. 
The point of impact did not indicate involvement of abdom- 
inal’ organs, altho the patient mentioned, and examination 
verified, the existence of an inguinal hernia. Considerable 
shock, pincht anxious facial expression, markt pain. I felt 
reasonably sure that there was some injury to gut ; however, 
I construed the preponderance of evidence as against any im- 
mediate operative interference. Saw case again next 


morning ; was resting easily, pulse good, slight elevation of 
temperature. He was instructed to report any change in 
condition. At 10 p. m. was informed by phone that he 
wisht to be moved to hospital. ‘Thinking that this desire 
was on account of his inability to receive proper care at his 
present undesirable quarters, I sent ambulance. Was not 
notified as to his condition, he having sent for a nearby 
physician, who accompanied him to the hospital. Death 
occurred at 6 a. m., thirty-six hours after injury. 

Post-MorteM.—General peritonitis; othewise organs 
normal, except at mid point of jejuno-ileum, where a trans- 
verse cut in gut existed one and one-fourth inches long; 
edges everted with free egress of intestinal contents. The 
gut in hernial sac had been caught between iron bar and 
sharp ileo-pectineal line, with result as stated. This case 
would have been saved by immediate operation. 

CASE IV.—J. C. Age 37. Iron worker. History: 
At 4 a. m. caught between car and heap of scrap iron. Sent 
to hospital, suffering from schock. Conditions indicated in- 
ternal injury. Catheterization yielded scant, bloody urine. 
All other signs as to parts involved negative. Operation at 
10 a,m. Bladder ruptured posteriorly near fundus, separa- 
tion one and three-fourths inches. Extravasation of urine 
into free abdominal cavity. Large retro-peritoneal hema- 
toma containing one-half liter of blood. Right kidney rup- 
tured on anterior aspect, with separation of capsule from 
cortex. 

Died forty-eight hours after operation without having 
recovered from shock, the result of injury and prolonged op- 
eration. 

Of these cases which are similar in character to all re- 
ported cases, it will be noted that two received injuries so 
extensive as to be beyond the reach of surgical skill, that 
one, number three, could have been saved, and died, and 
that number two was saved, altho every indication at time of 
operation suggested failure. 


AN OPERATION FOR INGROWN NAIL. 


By ALFRED DE ROULET, B. S., M. D., CuHIcaGo, 


Formerly Professor of Clinical Surgery in the Dallas Medical 
College. 


The various methods of treatment of ingrown nail as 
outlined in the text-books on surgery uniformly prove un- 
satisfactory when applied to the patient. The so-called 
palliative measures, as the insertion of pledgets of cotton 
under the edges of the nail, the scraping of a shallow groove 
in the middle of the nail to increase its flexibility, or the 
application of spring clamps to elevate the edges, have, in my 
experience, been worse than useless. The more radical 
measures, as the destruction of the entire nail or of the 
presumably diseased lateral half afford but temporary relief. 

Any form of treatment directed to the nail itself is 
based on an entirely erroneous conception of the existing 
conditions. 

The term “ingrown nail” is a misnomer, as the nail it- 
self is perfectly normal. As a result of pressure, usually 
from ill-fitting shoes, the soft parts along the lateral margin 
of the nail become ulcerated, infection rapidly follows, and 
the swollen nail fold extends over the edge of the nail. 


Pain is caused, not by the nail cutting into previously healthy 


tissues, but by the pressure of sensitive granulations against 
the nail. Bearing this in mind it ‘will be seen that the only 
rational treatment is the extirpation of the diseased nail-fold 
rather than the healthy nail. 

The operation which I have employed for some years 
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past, and which I believe to be original (never having seen 
it reported in literature or employed by others), is exceed- 
ing simple and remarkably effective. 


Fig. 1. Showing encroachment of nail 


Fig. 2. 
fold on surface of nail. Showing line of incision. 


The parts having been thoroly cleansed, a rubber band 
is bound tightly around the base of the toe and the tissues 
infiltrated with a one per cent solution of cocaine hydrochlor- 
ate in a two per cent solution of morphine muriate. The dis- 
eased nail fold is now freed from the surface of the nail and 
a sharp bistoury introduced at the edge of the base of the 
nail and thrust thru the tissues in such a manner that the 
point emerges in the healthy tissues at a distance of from 
¥% to % of an inch from the edge of the nail, the blade is 


_ 


Fig.3. Diagrammatic section oftoe Fig.4. Lateral view showing tissue 
showing direction of incision. removed, (diagrammatic.) 


then carried forward, completely separating this tissue from 
the toe. The blade is next brought back to the point of 
beginning and the narrow pedicle divided. This will leave 
a raw surface approximately a quarter of an inch wide and 
slightly longer than the nail. An iodoform gauze dressing 
is applied and the wound allowed to heal by granulation. 
The contraction of the resulting scar will be sufficient to 
to keep the edge of the nail free and absolutely prevent re- 
currence. 


PALPATION IN ABDOMINAL DISEASES.* 


By F. T. MERIWETHER, M. D., ASHEVILLE, N. C., 
Surgeon to Clarence Barker Memorial Hospital. 


In the diagnosis of diseases of the abdominal organs pal- 
pation is of the utmost importance, particularly those of sur- 
gical character. Its value depends, however, upon the ex- 
pertness (and experience) of the individual examining—one 
man detecting readily what another cannot feel, the educated 
touch detecting malformations and deviations from the nor- 
mal with almost as much certainty as would the eye. 

A great deal depends, too, upon the condition of the ab- 
domen in the patient. Those with large, thick, pendulous 
walls are extremely hard to palpate with satisfaction, as are 
those thin, nervous, sensitive individuals, whose muscles in- 
voluntarily contract, rendering it almost impossible to feel 
anything within the cavity ; with the latter, especially the con- 
fidence of the patient must be obtained, that by voluntary 
effort the tendency of the muscles to contract may be over- 
come. 

The patient should, as a rule, be on the back, tho the lat- 
eral posture is necessary in some instances, while for the 
kidney, the erect posture, leaning against the wall, supporting 


*Abstract of paper read before the Buncombe County Medi- 
cal Society. 


the body with the hands (thus relaxing the abdominal mus- 
cles) or sitting, inclined forward, is of great assistance. 

In some cases, anesthesia is necessary to obtain relaxation 
of the muscles. 

It is best to have the bowels moved before attempting pal- 
pation, for an overloaded colon may be very deceptive, the fe- 
cal matter leading one to suppose he had a more or less solid 
tumor to deal with. If the examination is made in the dor- 
sal decubitus, it is best to have the limbs raised, flexing both 
legs and thighs, tho some very skilful observers, Boas, for in- 
stance, do not so advise. 

Beginning slowly, the right or left hand, depending upon 
the preference of the observer, is gradually, gently but firm- 
ly presst into the abdominal walls, using the full hand, ex- 
amining with the hand and balls of the fingers, not the tips. 


Dr. Frank T. Meriwether, of Asheville, N. C., is one of the most 
successful practitioners of the South. He graduated at the University 
of Louisville in 1886, and for a time acted as an assistant surgeon in 
the United States Army. His contributions to medical literature have 
been numerous and of high standard.—Editor. 


It is best to use both hands, one palpating, the other making 
the pressure upon it, in this way avoiding any muscular ef- 
fort in the palpating hand, thus getting the full benefit of the 
sense of touch in it. 

By having the patient take deep inspirations, then at the 
conclusion of the expirations pressing the hands deeper into 
the muscles, the posterior walls of the abdomen is reacht. 
The skin and then the anterior abdominal wall is slid over the 
subjacent parts, feeling rather with the hands than with the 
finger tips, for these are apt to cause muscular contraction. 
By diverting the patient’s attention, pain that may be com- 
plained of upon slight pressure, disappears, and deep press- 
ure may be made with but little discomfort. 

The face of the patient is the best guide as to pain, as ex- 


pressions of pain are misleading in most persons. 
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Contraction of the recti muscles must not lead to a mis- 
take in diagnosis. 

In very thin subjects the proiecting vertebre often sim- 
ulate a tumor, but their location and relations, particularly to 
the aorta, should make it easy to determine their true char- 
acter. 

It is rather difficult to palpate the small intestines, tho the 
large bowel, even in health, may be followed and outlined. 

It is almost impossible to palpate tumors upon the posterior 
wall of the stomach, while those on the anterior wall may 
be easily felt. Tumors of the pylorus do not move during 
respiration, while tumors of the stomach proper are displaced 
downward during inspiration, tho adhesions or markt 
dilation of the stomach may so fix gastric tumors as to make 
this misleading. Pyloric tumors, however, are quite movable 
under the examiner’s hands. 

Downward movement of a tumor in the pyloric region dur- 
ing inspiration, usually means a connection with, or attach- 
ment to, the liver or gall bladder. 

Gastric ulcer shows a small tender spot a little to the right 
of the median line, and a corresponding spot posteriorly about 
the angle of the scapula. 

Pancreatic tumors are usually felt just above the umbili- 
cus. 

‘An enlarged lymphatic gland in the gastro-colic ligament 
may readily be mistaken for a small tumor of the stomach, 
as may be the head of the pancreas, in subjects much emaci- 
ated and relaxt. 

If splashing in the stomach is found as long as three hours 
after eating, the presumption is a dilation or prolapsus of 
that organ. 

In malignant diseases of the liver, fixation of the umbili- 
cus is often a very striking sympton. 

The thrill of a hydatid cyst is pathognomic and cannot be 
mistaken for anything else. 

The gall-bladder, when enlarged or thickened can readily 
be palpated, its pyriform shape being very characteristic, as 
is the shape of the spleen. 

In acute peritonitis, great tenderness is elicited upon the 
_ slightest pressure, tho if there be markt sepsis, tenderness is 
often absent. 

The shape of the kidney is diagnostic and cannot be mis- 
taken unless very much enlarged. Perinephritic abscess or 
Pott’s disease may be palpated with certainty upon deep 
pressure. Enlarged kidneys may or may not move with res- 
piration. Intermittence in the size of a kidney tumor is often 
found in hydronephrosis, free urination taking place after the 
reduction in the size of the tumor by the escape of urine thru 
the somewhat patulous ureter. 

Foreign bodies in the intestines are rather movable, are to 
be distinguisht from enlarged or retro-peritoneal glands. 
Their feel and consistency are rather diagnostic. 

In tubercular disease of the abdomen, the enlarged mesen- 
teric glands are felt distinctly, provided there is no large 
amount of fluid present. Even in pulmonary tuberculosis, 
without abdominal involvement, in Hodgkin’s disease and 
other conditions, these glands may be felt markedlv enlarged. 
The site of a tubercular ulceration of the intestine may be 
determined by the tenderness, and feeling the thickening of 
the coats of the intestine. This thickening often extends for 
quite a distance around the ulcer, and may almost be of such 
a character as to lead one to think there is a tumor present, 
and may particularly mislead one when in the right iliac 
fossa, simulating very much a rather deep-seated appen- 
dicular abscess. 

In intussusseption the very characteristic sausage-shaped 
tumor can be easily distinguisht and is almost pathognomo- 


nic. In ileo-cecal invagination this tumor will be felt, not 
in the region of the cecum, but rather upward and to the left 
of the umbilicus, following the course of the transverse colon. 
In a case I saw this summer, diagnosed by one of the best 
surgeons in the South, as a probable appendicitis, a small 
sausage-shaped tumor could be felt below and internal to the 
cecum, but her condition being very unfavorable, her case 
presenting other complications, such as a fibroid of the 
uterus, and no absolute obstruction, no straining and no 
passage of blood, I could not believe it an intussusseption, 
and we did not operate. A post mortem showed a chronic 
invagination caused by an undetermined form of an intestinal 
polypus and admitting the passage of both gas and feces. 

In volvulus, or any other form of intestinal obstruction, 
the intestine may be felt distended down to the point of ob- 
struction, ending rather suddenly at this point. The gases 
are not easily displaced, and gurgling, when developt, is felt 
to occur only in this distended portion of the bowel. 

The appendix may: often when diseased, be palpated with 
ease, and under favorable conditions, even in health, in a 
large majority of the cases. Tenderness over McBurney’s 
point, which corresponds in most cases to the opening of the 
appendix into the cecum, or according to Treves, at Munro's 
point, is rather characteristic of the disease. It is true, as 
Treves has pointed out, that this tender spot may often be 
detected in healthy individuals at the entrance of the 11th 
dorsal nerve into the sheath of the rectus muscle, but in these 
cases the tenderness is a superficial one and is not much 
greater upon deeper pressure. This tender spot is about 
one-half an inch internal to McBurney’s point and may be 
found in many nervous individuals, who fear appendicitis, 
but it is of a different character to that from a true appendic- 
ular tenderness. In my experience the point of the greatest 
tenderness is apt to be rather below and internal to McBur- 
ney’s point, tho this varies with the position of the appendix 
and of cecum. 

Appendicular abscesses are not, as a rule moveable; their 
walls, being formed by adherent coils of intestines, are abso- 
lutely fixt. I have seen a large number of appendicular ab- 
scesses of long standing, in which the diagnosis could only be 
made by palpating the tumor, some of these cases having 
been treated by eminent men both at home and abroad for 
gastric and intestinal disturbances, but whose abdomen had 
never been examined. 

Yet while I do not claim that by palpation, we may always 
make an absolute dianosis, it is to my mind, of the greatest 
assistance in clearing up what may otherwise be a very ob- 
sctire case. Hence I say: every doctor should cultivate his 
sense of touch that he may readily recognize things which 
otherwise would be obscure. 


RETRODEVIATIONS OF THE UTERUS.* 


By Cuas. A. ROBERTSON, M. D., PH. G. Professor of Gynecology 
and Abdominal Surgery, University of the South, Sewanee, 
Tenn.; Visiting Gynecologist to St. Thomas’ 
Hospital, Nashville, Tennessee. 

While it is true that many women have retroversion with- 
out apparent discomfort, the rule is that any very decided 
variation from the normal anteversion and free mobility 
sooner or later is likely to take on pathological significance. 

Retrodeviations (version and fluxion) are the most com- 
mon of pathologic malpositions and are from both clinical 
and pathologic standpoint the most important. 


Parturition (with subinvolution), puerperal infection 


*Abstract of paper read before the Middle Tennessee Medi- 
cal Society. - 
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(with pelvic peritonitis and injuries to the uterogenitol tract 
(the result of childbirth, gonorrhea, etc.), are the most fruit- 
ful causes of retroversion and retroflexion. Tight lacing, 
contant sitting, heavy lifting, constipation and straining at 
stool add to the amount of displacement and are ascribed as 
the direct cause of the condition in unmarried women. 

in my opinion the chief single cause of retrodeviation of 
the uterus is rupture of the perineum involving the levator 
ani muscle and its fascia, together with a heavy uterus. In 
some cases there may be no external evidence of a perineal 
rent, yet the very markt relaxation of the pelvic floor indi- 
cates clearly that the muscular and fascial function have been 
greatly impaired or destroyed, allowing intraabdominal press- 
ure to gain the ascendency and general pelvic ptosis to result. 
Impairment or destruction of the function of the pelvic floor, 
coincident with subinvolution, operates as a causal factor in 
retrodisplacement in the following mechanical manner: We 
know that the rectal ampulla is directed anteriorly against the 
perineal body at a decided angle, which on account of the 


Dr. Chas. A. Robertson of Nashville, Tenn., is one of the prominent 
gynecologists of the Great South. He received his medical degree from 
Vanderbilt University in 1890 and very soon assumed a prominent 
position among the progressive men of Nashville. He is Professor of 
Obstetrics and Gynecology in the University of the South (Sewanee 
Medical College) and Professor of Materia Medica and Therapeutics in 
the Dental Department of the University of Tennessee.—Kditor. 


anatomic shape of this body is again angulated in a back- 
ward direction for about two inches before the anal opening 
is reacht. In the mechanism of defecation the fecal current 
and expulsive force strikes the posterior wall of the perineal 
body, which, if in possession of its full muscular strength and 
function, directs the fecal mass backward thru the anus. 
Should the levator ani muscle, its fascia and the superficial 
perineal muscles be torn, or deprived of their function, then 
this pressure will not be counteracted, and rectovaginal sep- 
tum gradually gives way by stretching, thinning, and the for- 
mation of redundant tissue, producing a rectocele. Each 
defecation, which in these cases is associated with increast 


upon the posterior wall, pulling the cervicocorporeal junction 
of the uterus downward, and somewhat forward, and coinci- 
dent with intraabdominal pressure from above produces in 
time retroversion, prolapse of the uterus and vagina, with its 
consequent rectocele and cystocele. 

Incidentally, I may remark that it is not reasonable to con- 
jecture that as a result of a lacerated perineum the patient 
will not only suffer the discomfort of the pelvic ptosis just 
mentioned, but on account of the cystocele will be unable to 
empty her bladder completely. The residual urine will cause 
cystitis, followed by suppurative changes, the infection finally 
finding its way thru the ureters to the kidneys. Thus, a lac- 
crated perineum may be indirectly the cause of death. 


TREATMENT. 


Prophylactic.—The proper appreciation and application of 
hygienic dress, the strict observation of the laws of health 
and intelligent parental control will do much toward prevent- 
ing retrodeviations of the uterus in young girls. One of the 
most pernicious practices of to-day, especially among city 
girls, is too early wearing of corsets and tight waists. In 
the majority of instances girls of 12 to 13 years wear tightly 
fitting corsets, at the expense of development. Displaced 
intraabdominal and intrapelvic viscera results, and in all 
probability a crippled life. I do not believe a corset should 
ever be worn, but if worn, not until after full maturity and 
perfect bodily vigor has developt. During school life the 
young girl should be given ample opportunity for exercise in 
the open air. The college gymnasium is a valuable necessity, 
and should be had to the best advantage; but if possible, 
resort should be had by preference to nature’s own gym- 
nasium, the open lawn. An hour’s fun and frolic here is 
more invigorating and refresing than a week spent in a 
gymnasium, 

The most important phophylatic measure, however, in 
forestalling this condition is the proper care of the parturient 
and puerperal woman. Nowhere in the whole domain of the 
healing art can skill and surgical dexterity accomplish more 
good than in the lying-in chamber. The strict observance of 
the establisht principles of asepsis is the bulwark against in- 
fection, and should be almost the chief aim of the obstetrician 
in the management of his cases. Perineal lacerations and all 
rents in the maternal soft parts should be closed by coapta- 
tion sutures at once, unless some very good reason exists ne- 
cessitating postponement. Pelvic circulation should be pro- 
moted by proper care of the bowels and bladder, and suf- 
ficient rest should be enjoined to encourage proper involu- 
tion. 

Much more could be said about prevention—especially in 
regard to the matter of pelvic peritonitis, which so often 
renders the retrodeviation harmful—but time will not permit. 
Non-operative Measures.— These consist of pessaries, lo- 
cal treatments and tampons. Pelvic massage, electricity, 
etc., have proven of doubtful value. 

The pessary will prove harmful rather than helpful when- 
ever there is great tenderness of the uterus or the organ is 
bound down by adhesion; it is of especial value in women 
who have never borne children. For a multiparious woman 
with a heavy uterus, (but free for adhesions, adnexal disease, 
lacerations of the cervix and perineum,) with more or less 
engorgement and discomfort within her pelvis, judicious 
treatment by rest in bed, glycerine tampons, and depleting 
measures, will within a short time make her a suitable sub- 
ject for the pessary. 

There are a great number of cases which distinctly belong 
to the strgeon, but in which the patients persistently refuse 


intra-abdominal pressure due to straining, causes a dragging 


operative treatment. In this class of cases much good can 
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be done by local treatment and the introduction of a properly 
fitting pessary. An anatomic cure is impossible, but not in- 
frequently a symptomatic cure will obtain so long as the sup- 
port is worn. 

It is absolutely necessary that the pessary be molded to fit 


the pelvis. It should never give a moment’s discomfort. 

Operative Measures—Many operations have been de- 
vised; divided into (1) Shortening the round ligaments. 
(2) Ventral fixation or suspension. (3) Vaginal fixation. 

The first (now generall known as the “Alexander opera- 
tion”) is not suited to all cases—in fact is applicable only to 
those not complicated by pelvic adhesions. It is compara- 
tively easy of performance, free from danger, leaves an in- 
significant scar, a minimum danger of postoperative hernia, 
does not interfere with subsequent pregnancy or make suc- 
cess doubtful in suitable cases as any other operation. 

When adhesions are present median abdominal section is 
necessary, breaking up the adhesions and doing intraperi- 
toneal shortening of the ligaments ; or if the tubes and ovaries 
have to be removed ventral susnension may be done. But 
it should be remembered that the influence of suspension of 
the uterus and ventral fixation upon pregnancy and labor is 
not very great, yet serious and fatal dystocie have been re- 
ported. Troublesome irritation and invalidizing conditions 
have also (rarely): resulted therefrom. 

Vaginal fixation and shortening the round ligaments by 
anterior colpotomy have earnest advocates ; and in some in- 
stances each may give satisfactory results. 

In conclusion, I will say that no operative procedure de- 
.signed to cure retrodeviations of the uterus is complete with- 
out the proper application of the principles of plastic surgery 
to the restoration of the function of the pelvic floor. Old 
cervical tears should be repaired, and septic endometritis re- 
lieved by a thoro curetage. 

There is, perhaps, no department of surgery which re- 
quires more skill and judgment in the diagnosis and selection 
of cases for a particular operation than the one under con- 
sideration, as practically all methods have something special- 
ly meritorious and worthy of serious consideration. 


TWO PHOSPHATIC STONES REMOVED FROM 
THE UTERINE WALL. 


By J. D. BEDFoRD, M. D., HonrEy GROVE, TEX., 
Surgeon to the Gulf, Colorado and Santa Fe Railroad. 


As is well known to pathologists the last step in retro- 
grade metomorphosis of uterine fibromata is calcification, 
generally of the phosphatic variety. But these uterine stones 
are usually found as a change from the interstitial variety, 
tho sometimes of the sub-mucous—in which latter cases they 
are occasionally expelled and were formerly regarded as gen- 
vine uterine calculi and presumed to originate in the same 
way as vesical calculi; now, however, we know that the 
change in character consists of impregnation of the connec- 
tive tissue with lime salts—in fact an amorphous petrification, 
the salts being usually phosphates, carbonates and sulphates. 
But to find such stones immediately beneath the senous coat 
is of sufficient rarity to justify report of the following case: 


In making an abdominal section for removal of a thirty- 
sive pound tumor (ovarian cyst of the left side) I discovered 
cwo very hard masses beneath the serosa on the right, upper 
part of the uterus, between the right cornu and the fundus. 
These lumps were not “encysted” or encapsulated : they were 
simply covered by the peritoneum and perhaps a few fibers 
of the uterine muscular tissue; they did not extend to the 


was about the size of a hen’s egg, the other somewhat 
smaller. They were removed without  difficulty—simply 
shelled out of their beds and the serous coat sutured over the 
cavities they filled. 


Dr. John D. Bedford, of Honey Grove, Tex., is one of the sur- 
geons who is curtailing the work of city operators—doing in small 
cities, and doing well, the operations formerly thought to belong only 
to the “professor” of some college. He is a graduate of the Missouri 
Medical College, 1883, of the New York Polyclinic, and of the Chicago 
Post-graduate Medical School.—Editor. 


Examination showed them to be phosphatic stones, closely 
resembling those sometimes found in the urinary organs, 
but without any nucleus. 

(Prumet, “These sur les tumeurs de l’uterus,” quoted by 
Gusserow in his treatise on “New Growths of the Uterus,” 
reported a tumor of this character which weighed ten kili- 


Photograph of the larger of Dr. Bedford’s ‘‘Uterine Stones.” 


grams—nearly twenty pounds—but it was of the sub-mucous 


mucosa, nor even appear to involve the muscularis. One 


variety. ) 
The patient did well. 


Sat up on the sixth day, began 
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after operation. 


walking on the twelfth and left for home on the fifteenth day 


tion they set up extending to the cystic and common duct we 
may have the “biliary colic” attacks just about as severe as 


I do not now confine simple cases of abdominal section like | those dependent upon stones and from the occlusion of the 
this to the bed for the long period we have been taught as| ducts from swelling we may have enormous distension of the 
indispensable ; any time after the second or third day if the| gall-bladder (hydrops—the accumulation of “white bile” of 
patient feels like it she is allowed to sit up in bed or even| the older writers) and even rupture, with all the danger that 
on a chair and permitted to go about the room two or three | implies. Even tho the gall-bladder may eventually partially 


days later. 
no harm can result. | 


INFECTIONS OF THE GALL-TRACT.* 


By Epw.N RIckErts, M. D., CINCINNATI, OHIO, 


If the wound be properly closed and supported | empty itself with the subsidence of the acute inflammation 


the long continued distension gives such a redundancy of tis- 
sue that there will be residual bile which of its weight causes 
flexion of the gall-bladder at its duct-end—with all the 
chronic suffering that entails. 

Indeed, the ducts themselves may be entirely healthy and 


Formerly Professor of Abdominal Surgery in the Cincinnati Col-| yet fail to perfectly empty the gall-bladder contents, the stag- 


lege of Medicine and Surgery; Ex-President of the American 
Association of Gynecologists and Obstetricians. 


nant bile becomes infected by the microorganisms always 
present in the gut, and the patient may die of septicemia 


Not more than a decade ago “gall-stones” were consid- before Nature can get rid of the poison either thru the natural 
ered a disease ; and if a surgeon inadvertently opened a gall- channels or via an anastomosis of the gall-bladder to the 
bladder and found no stones he was laught to scorn even tho duodenum or colon. In such cases the adhesions to the proxi- 
pathological conditions were found sufficient to explain all mal tissues are numerous and make formidable the doing of 
the symptoms, and in spite of the fact also that the opera-| @"Y subsequent operation on the gall-bladder or its ducts, as 


tion cured the patient ! 


are but the result of an infection of the gall-bladder and that arise. The residual bile is the result of a of the 
early drainage might prevent their formation as well as much gall-bladder,” which is lacking in contractile power. 


suffering on the part of the patient. 


There are also contracted and flext gall-bladders which 


In discussing these infections from a surgical standpoint | “'© held firm in a bed of adhesions causing pain and discom- 


it is not essential that we should give the anatomy in detail 
of the liver, and especially of its system of biliary plumbing. 


fort to the patient. Simply freeing these adhesions and cor- 
recting the flexion often effects a cure. The precipitation of 


A healthy gall-bladder should have tonicity and when well the salts of infected bile can be found in the biliary ducts and 


filled it should touch the parietal peritoneum in front, 
a portion of the liver posteriorly, the duodenum, the colon, 
the stomach and pylorus—-all of which are in close proximity. 


in the hepatic cells. 
It is not so much the over-extended gall-bladder, and the 
one which may be readily felt thru the thin and abdominal 


se the health bject, th Il- ificially | Wl. that is so badly in need of the prompter surgical inter- 
vention, as it is the infected and tense gall-bladder with local- 
sometimes has been accomplisht in neglected cases by no ized pain with loss of strength, a low grade of fever,.ac- 


other effort than that of Nature; but as the results of infec- 
tion, we can justly consider such as serious complications, 
rather than success. It is.important that the family physician 
appreciate this along with knowing that the surgeon is com- 
petent to do better work, and for this have better results, 
if he is consulted as to when is the best time for operating. 

The simplest procedure of the list suggested for the re- 
lief of the infection under consideration, in more than the 
majority of cases, is cholecystostomy, which consists in open- 
ing the abdomen directly over the gall-bladder, incising the 
bladder, cleaning it out and stitching the edges into the small 
abdominal incision, leaving a temporary sinus for the escape 
of the secretions of the liver, until it appears certain that that 
organ has resumed its normal function and has free drainage 
thru the common duct. If a secondary operation is de- 
manded, one can readily and easily reopen the gall bladder 
that has been purposely attacht into the abdominal incision. 
It is very satisfactory to state that most gall-bladders, the seat 
of purulent accumulations, will if thus drained gradually 
shrink and resume their normal condition and function— 
the only requisite for success being that the common and 
cystic ducts be freely open. So the more formidable opera- 
tion of cholecytectomy—removal of the gall-bladder—does 
not often have to be considered. This is particularly appli- 
cable to the milder infections: the typhoid bacillus and the 


colon bacillus, which cause far less destruction of the tissties 
than do the pus cocci. 

These milder germs may, however, cause a vast amount 
of suffering and even grave danger ; for with the inflamma- 


es Datenet of paper read before the American Medical Asso- 
on. 


celerated pulse, and with more or less sallowness of the skin, 
but usually no jaundice. The localized tenderness may be 
brought out by a deep, firm pressure over the gall-bladder 
by one of the middle fingers, a sickening pain resulting. 
Jaundice is, however, present in a small proportion of 
cases; and is a serious complication in those cases that are 
to undergo a surgical operation. Bile reabsorbed is a 
formidable poison, acting, as it does on the heart and kidneys. 
It is much more poisonous than urine. Fatal secondary hem- 
orrhage in cholemic subjects has resulted following a simple 
abdominal section. In these cases midoperative hemorrhages 
are not always readily controlled. 

Rupture of the gall-bladder has followed an attack of 
vomiting. Roth, Schroeder and Schloth made _ 10,866 
necropsies, finding biliary fistulz forty-three times. Cour- 
voisier reports 539 fistulas; 184 between the bile ducts and 
the abdominal wall, 108 between bile ducts and duodenum, 
ninety-three between the gall-bladder and the duodenum, 
twelve between the gall-bladder and the stomach, fifty be- 
tween the bile ducts and the colon, and forty between the 
gall-bladder and the colon. These reports lead us to think 
that biliary fistulas are not so uncommon as the profession in 
general have been led to suppose. 

These infections are not free from danger of gravest 
kind—death being certain, for example, from the escape of 
a sinall quantity of pus thru a perforation of a pus-infected 
gall-bladder. Therefore the condition ought to be recog- 
nized early ; if tenderness does not disappear when the fever 
of an acute cholecystitis subsides, if there is accelerated pulse 
with loss of strength and flesh, cholecystostomy should be re- 
sorted to instead of the usual internal treatment by phosphate 
of sodium and other “remedies” (?). Its early diagnosis 
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should not be difficult—with careful consideration of the 
symptoms, the history and the principles involved it should 
be as easy as that of appendicitis. 


CURE OF BLENORRHAGIC VAGINITIS. 


By Matias Dugug, M. D., Havana, CUBA, 
Director of the San Antonio Hospital. 


Gonorrheal vaginitis sometimes proves hard to cure. 
The following case-history shows how one troublesome case 
was successfully disposed of. 

X, a white woman, 22 years of age, was taken into the 
hospital on account of syphilitic skin disease (roseola 
papula) ; a blennorrhagic vaginitis of most violent descrip- 
tion with strong congestion of the mucous membrane of the 
vagina. The latter was of violent hue, somewhat brittle, and 
yielded abundant secretion of a greenish yellow pus, which 
showed under bacteriological examination abundant colonies 
typical of gonococcus, diplococcus and other varieties of bac- 


Dr. Matias Duque, of Havana, Cuba, is a surgeon of note in our 
neighboring republic. He is Director of the St. Anthonys Hospital 
for Skin and Venereal Diseases. He has written extensively, his per- 
haps best known contribution to medical literature being his ‘‘Treat- 
ment of Leprosy.’’—Editor. 


teria. The gonococcus infection reacht to the neck of the 
uterus whose tissues suffered from the same degeneration as 
the vagina. Above the mouth of the neck,—from which a 
greenish yellow and somewhat thick pus oozed—was a (prob- 
ably) syphilitic ulcer of the size of a dime, clean at the bot- 
tom, livid in color and rather deep. 

Upon careful examination, the patient was found to be 
pregnant in the third month; and, from the start, was sub- 
jected to the usual energetic local treatment as a serious case ; 
and to internal medication for lues. 

Under the treatment employed she improved rather 
well; but, tho the blennorrhagia was not cured, the syphilitic 
manifestations of the skin disappeared, and the ulcer at the 


neck improved somewhat, until confinement which took place 
at the eighth month, five months after her admission. 

The confinement was normal. However, the patient 
was attackt by a great flux and suffered a complete laceration 
of the right side of the neck ; an incomplete laceration of the 
left side; and incomplete laceration of the rear 
wall of the vagina; and a two-thirds laceration of the 
perineum. The placenta was removed at once; ample warm 
washes of a I per cent solution of permanganate of pot- 
ash were applied and the uterus was stimulated by massage, 
but remained inert. 

All this was reported to me by the house physician. I 
arrived at the hospital four hours later in company with the 
well-known gynecologist, Dr. Mendez Capote, who, upon 
having examined the patient, decided to sew up the lacera- 
tions. He washt out the vagina and uterine cavity complete- 
ly ; adjusted with the scissors the edges of the lacerated tis- 
sues ; sewed up the wounds and toucht the ulcer at the neck 
with the cauterizer ; then he gave another wash and plugged 
with iodoform gauze. 

When the patient was on the operating table, she had 
fever, 38.4° C. At 5 p. m. the fever was at 39°; then the 
vaginal plug was taken out and a great intra-uterine wash of 
one-half per cent solution of permanganate was applied very 
hot in a quantity of five liters. The fever was at 40° thruout 
the night, and washes were given every few hours, 

The following day, at 8 a. m., temperature was 40”, and 
the same local treatment was continued. The fever lasted 
all day, falling to 30° after the wash but rose again to 40°. 

The day thereafter, fever was at 41°; same treatment 
with more vaginal washes of bichloride of mercury, before 
the uterine wastes, did not, as yesterday, reduce the tempera- 
ture which kept on at 41°. 

On the next day at 8 a. m., (temperature 41.5°), I took 
out the stitches made on the day of confinement, washt well 
both uterus and vagina, dried the latter with carbolated cot- 
ton and conveyed into the uterine cavity eight grammes of 
pure hydrozone, taking care that this liquid should flow to- 
wards the vagina, into which I poured about 60 grammes of 
the same liquid and drained the uterus with simple gauze sat- 
urated in the hydrozone, while the vagina was drained by the 
same means. 

From that time on the fever declined slowly, and at 6 
p. m., she was apyretic. The fever did not return and the 
patient’s cure proceeded without further difficulty. 

This case, which is interesting by itself, proves of great 
value in setting forth two points; viz: 

1. That, altho the intra-uterine injections of pure hy- 
drozone may be dangerous, they can be applied if care is 
taken to keep the neck dilated as much as possible. 

2. That in this case the superiority of hydrozone over 
the other treatment of puerperal septicemia in connection 
with gonoccocci, is indisputable; and that this splendid re- 
sult should encourage repetition of tis use* 


*The son of the patient suffered from blennorrhagia in the 
eyes. He was treated with % per cent solution of perman- 
ganate and instillations of pure hydrozone twice daily, alter- 
nating with cauterizations of 40 per cent solution of nitrate of 
silver; and he kept his sight. 


Distended Bladder. 

Patients in a semi-comatose condition often suffer greatly 
from over-distension of the bladder, and sometimes to their per- 
manent injury. It should therefore be the rule to invariably 
pass the hand over the lower part of the abdomen in every case 
of coma, in severe fevers like typhoid, in injuries to the spine 
and head, in cerebral hemorrhage, etc. Catheterization seems 
to help restore the patient to consciousness in some instances. 
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EDITORIAL NOTES. 


Ricketts’s Address. 


At the International Railway Surgeons’ Association this year 
Dr. B. Merrill Ricketts of Cincinnati made a memorable address, 
the subject being “Surgery of the Lungs and Heart,” illustrated 
by scores of photographs in the stereopticon. These pictures 
were for the most part original, of specimens and patients from 
actual clinical experience; a large number being of lung and 
heart tissue in various stages of healing, the dogs being killed 
at the proper periods to secure typical sections. Very soon Dr. 
Ricketts will publish a book on the subject of “Surgery of the 


American Electro-Therapeutic Association. 

The fourteenth annual meeting of this society will be held 
in the city of St. Louis on the 13th, 14th and 15th of next Sep- 
tember—during which week at the Great Exposition there is also 
to be held the International Electro-Therapeutic Congress. At 
the St. Louis meeting the society will convene under the presi- 
dency of Dr. A. D. Rockwell. There is no better known worker 


Dr. B. Merrill Ricketts, of Cincinnati, author of a work on “Sur- 
gery of the Heart and Lungs” soon to be issued. 


Heart and Lungs,” based in great measure upon his long and 
original experimental work upon the lower animals, tho his clini- 
cal experience has also been extensive. It is needless to say 
that it will be a most instructive volume, as Dr. Ricketts’s con- 
tributions to this journal in the past have made a lasting im- 
pression upon its readers. There is no more pains-taking, con- 
Scientious and skillful surgeon in the Ohio Valley than the sub- 
ject of this sketch ; and as he is already celebrated while yet un- 
der forty-five years of age, the future is surely pregnant with 
800d things in store for him. 


Alphonso D. Rockwell, A. M., M. D., of New York, President of the 
American €Electro-Therapeutic Association. (Cut used by courtesy 
of Journal of Advanced Therapeutics of New York). 


in the rapidly enlarging field of electro-therapeutics than this 
gentleman; and there can be no doubt that the sessions in 
this city under his direction will be the most interesting in the 
history of this distinguisht body. 


Right Division of the Fee. 


It will be remarkt that Dr. Lydston, opposed as he is to the 
secret commission business, agrees in the main with the posi- 
tion for which I have so long fought. He says: “My rule is 
to determine what proportion of the fee is justly due my con- 
frere, add it to my own and present a joint-bill. There is no 
earthly objection to such a ‘partnership arrangement’ on a 
square basis between physicians.” That is exactly the conten- 
tion made in my paper some years ago in which the statement 
is that “A ‘division of the fee’ is not only proper, it often times 
is imperative, if an injustice is not to be done the family doctor. 
This is not to be regarded as a ‘commission’ for business sent 
to the specialist, nor is it to be made for consultations or simple 
referred cases; it is where the specialist and the general prac- 
titioner work hand in hand on the same case; practically, for 
the time being, they are partners; dividing the work, the re- 
sponsibility and the fee. Is there anything objectionable in this 
plan, if honestly carried out? I see nothing wrong in it—to 
either doctor or patient. Thus in my own city work: It is 
generally known to the physicians of St. Louis that I do not make 


visits to anyone, under any circumstances, except with, or at the 
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request of the family doctor; that I never answer a call or per- 
form an operation except when summoned by a physician, and 
that I am frequently called out of town, so, as a rule, I cannot 
look after the care of patients subsequent to operation, except 
thru the services of either my regular assistant or the family 
doctor himself. To the latter I therefore say: ‘We will take 
this case together; the fee will be $ , of which we will pay 
the anesthetist $——, and I will accept two-thirds of the re- 
mainder, you one-third; sharing the responsibility together; you 
to attend to the after-treatment as you best can; and I will see 
the patient with you, if anything goes wrong.’ Is there anything 
unethical or wrong about this? I am simply paying him for his 
assistance, for doing a part of my work, which I have neither 
the time nor the inclination to do. Why should I not? For the 
time, and the case, he simply assumes the place of my assistant 
or partner, in consideration of one-third of the net fee. If the 
circumstances of the patient are such that it will be impossible 
to pay more than a very small fee I divide the proceeds equally 
—and in many instances have given the doctor ALL of the money 
received because he had practically all of the work and the re- 
sponsibility, and unless I had done so would have been very 
poorly recompenst for his trouble, his skill, his anxiety. Is 
there any ‘injustice’ to the patient in such a case? I fail to 
see it!” 


Commissions on Surgical Cases. 

Among the articles in this number of the Journal will be 
found an interesting one by Prof. G. Frank Lydston, of Chicago. 
Dr. Lydston has taken a very active part in the fight against the 
paying of commissions for surgical cases “referred” to Chicago 
men; yet in spite of the opposition of such honest souls and 
hard fighters the evil grows. An esteemed correspondent, who 
is an ex-president of the Iowa State Medical Society, and in 
close touch with the medical men of his state, assures me that 
fully $35,000 a year is sent into the state of Iowa by Chicago 
surgeons as the “rake-off’’ to the family doctors who send cases 
to the more or less distinguisht operators of that city! If this 
were not a secret transaction it would not be so bad; but carried 
on under absolute secrecy it savors very much of buying and 
selling patients. There is no objection to a surgeon’s enquiring 
if the family can pay the attending physician and himself also, 
and if not, then—with the knowledge of the patient—paying such 
part of the fee to the doctor as his services may be worth. This 
is equitable and just. 


: Critics Talk. 

Yet in spite of the clearly apparent justice of this state- 
ment there were hundreds who held up their hands in ethical 
horror and cried: “Quack, quack! Lanphear divides the fee— 
and so isn’t respectable; quack, quack!” Even some Chicago 
gentlemen have been known to make the same remark; but it 
doesn’t make it true. Critics and enemies will talk—there will 
even be some who will accuse the incorruptible Lydston of 
“yielding to the enemy” in the concession he makes; but he 
doesn’t—he simply tells the truth and is honest about it. In one 
respect he misinterprets the meaning of the editorial he dis- 
cusses: the statement was not made that “anyone who does not 
pay a commission for cases referred does so from selfish mo- 
tives;” but that “the specialist who never thinks of dividing a 
fee with the family doctor is an egoist,” ete. There is a vast 
difference between paying a secret “commission” on all cases 
“referred” and rendering a joint-bill for services rendered by 
both and then dividing the proceeds equitably according to the 
amount of service rendered by each. 


What is Right? 


From a very large number of letters, covering every phase 
of the question, the conclusion is drawn that the consensus of 
opinion among doctors may be summed up thus: (1) In ordi- 
nary consultations no division of the fee should be thought of; 
(2) In cases simply “referred” to the specialist for treatment 
no division of fee is usually proper; (3) When specialist and 
doctor jointly attend a patient, division of the fee is honorable 
and just—no attempt being made to conceal the transaction from 
the patient; (4) When the specialist operates in the home of 
the patient, in city or country, and the physician assists and as- 
sumes the responsibility of the after-treatment, it is the duty of 
the operator to ascerain whether or not the regular attendant 
has been, or will be, paid sufficiently well for services rendered 
—if not, then divide the fee equitably; (5) When a physician 
leaves his practice to accompany a patient to the city, in order 


that a competent specialist be secured, it is right for the spe- 
cialist to find out whether or not the doctor has been, or will be, 
paid for his time and trouble—it not, then divide the fee in pro- 
portion to value of services rendered. In other words it is 
never right for the “great specialist” to get all the money and 
the regular attendant get nothing; both deserve more than they 
ever get—but the “home doctor” is the one who usually suffers 
most. 


Death of Dr. Robert Newman. 


In the death of Dr. Robert Newman the Journal loses one of 
its most valued contributors. For many years Dr. Newman 
strenuously maintained that stricture of the urethra can be 
cured by electrolysis with the apparatus he devised and em- 
ployed. While many believed that the excellent results which 
he undoubtedly obtained were dependent upon the-forcible dila- 


The late Robert Newman, M. D., of New York, well known advo- 
cate of electrolysis for stricture. Cut used by courtesy of Journal 
of Advanced Therapeutics. 


tation he was able to use without much pain, under the analgesic 
effect of the negative pole of a galvanic battery, no one ques- 
tioned his honesty or integrity—he felt absolutely certain the 
ends achieved depended upon the electric infiuence. In his na 
ture loving and kind, guileless and free from egotism, he could 
not comprehend the criticisms that were hurled at him, oft with 
seant courtesy. He was married in Bourne Church at Monu- 
ment Beach, saw his daughter married in the same structure, 
and from it was he carried to his place of eternal rest. Of him 
Dr. William Benham Snow, editor of the Journal of Advanced 
Therapeutics, says: “He was charitable to a fault, ever think- 
ing and acting for the good and comfort of others. With a mind 
as pure as the lily, a heart as gentle as a child, he requested 
that no crepe should be placed upon the door for him, but flow- 
ers, beautiful flowers, that spring from the earth in all their 
beauty and fragrance, at the touch of the Master’s hand. So we 
believe that a soul like his must spring from the last resting 
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place, at the call of the “Master, to receive his great and ever- 
lasting reward.” 


Depressing Effect of Gonococcus. 


It is a strange thing that no one has heretofore pointed out 
the relation between chronic urethritis and a mild type of mel- 
ancholia. The man who suffers from a chronic gonorrhea be- 
comes so depresst mentally as to be wholly unfit for the duties 
of life—in many instances the disheartening influence amount- 
ing to almost a melancholia. The tendency, too, is toward neu- 
rasthenia and if the urethral irritation persist over many months, 
as it is apt to do, a neurasthenic state results which is very hard 
to overcome; indeed cannot be overcome until the local lesion is 
recognized and corrected. Attention, neurologists! No Neiser 
subject has ever been presented for your consideration! 


Dr. Boyce and the Homeopaths. 


Dr. A. L. Boyce, whose offer to pay a straight commission 
for cases of hernia sent him for treatment was mentioned in the 
last issue of the Journal, writes that he resigned from the St. 
Louis Homeopathic Medical Society last June—before he made 
the commission proposition to doctors and nurses—a very decent 
thing for him to do under the circumstances. This relieves the 
society from the necessity of “doing something.” Dr. Boyce is 
“doing the square thing” in paying commissions on business 
sent him, i. e., he is openly making the proposition to pay doc- 
tors and nurses to send him cases for treatment, not doing it in 
secret and condemning it publicly, as so many others are doing 
in St. Louis and every other large city. No doubt he will pros- 
per for a time; but in the-end Dr. Boyce will sincerely wish he 
hadn’t! “No man can serve God and Mammon.” 


Western Surgical and Gynecological Association. 


The thirteenth annual meeting of the Western Surgical and 
Gynecological Association will be held in Denver, Colo., Dec. 
28 and 29, 1903. An invitation is extended to the surgeons 
and gynecologists of the Great West to attend this meeting and 
take part in its deliberations. The meetings are held during 
the holidays, thus enabling those to attend who belong‘to the 
teaching faculties of our medical colleges, without interfering 
with their college duties. The program follows: 

Surgery of Hydrocephalus; Illustrated with 100 Stereopticon 

Slides—B. Merrill Ricketts, Cincinnati, O. 

Early Diagnosis of Ectopic Gestation—William E. Ground, Su- 
perior, Wis. 

Report’ of Two Cases: 1. Pancreatic Cyst; 2. Primary Car- 
cinoma of Lung—W. W. Grant, Denver, Colo. 

Accidental Perforations of the Uterus—D. S. Fairchild, Des 

Moines, Ia. 

The Treatment of Gastric Ulcer—H. D. Niles, Salt Lake City, 

Utah. 

Meningocele—A. E. Benjamin, Minneapolis. 
Ulcer of the Duodenum, with Report of Case—J. W. Andrews, 

Mankato, Minn. 

The Imperfect and Abnormal Descent of the Testis—D. N. His- 
endrath, Chicago. 

Complications in Ovariotomy—Lewis Schooler, Des Moines, Ia. 

The Correction of Retrodisplacements of the Uterus—C. W. 

Oviatt, Oshkosh, Wis. 

The Treatment of Acute Hematemesis by Gastro-enterostomy, 
with Report of Case—F. Gregory Connell, Leadville, Colo. 

Demonstration of Anatomic Treatment of Intracapsular Frac- 
tures of the Femoral Neck—C. E. Ruth, Keokuk, Ia. 

Multiple Loose Bodies in the Knee-Joint—J. P. Lord, Omaha, 

Neb. 

Surgical Treatment of Pulmonary Abscess—Van Buren Knott, 

Sioux City, Ia. 

The Use of Silver Foil to Prevent Adhesions in Brain Surgery— 

M. L. Harris, Chicago. 

The Criminality of Using Chloroform Unless Ether is Positively 

Contraindicated—W. O. Henry, Omaha, Neb. 

The Surgery of the Arteries: Experimental Research—O. Bev- 
erly Campbell, St. Joseph, Mo. 
Observations on the Surgical Treatment of Goiter—C. H. eae 

Rochester, Minn. 

Simple Surgical Methods Safest; the Operating Room, the Geank 

— Preparation and After-Care—H. G. Wetherill, Denver, 

olo. 


-The Differential Diagnosis Between Appendicitis and Ovaritis— 


R. Harvey Reed, Rock Springs, Wyo. 


Portal Obstruction with Gastro-Intestinal Hemorrhage Following 
Operation—Donald Macrae, Jr., Council Bluffs, Ia. 

The Treatment of Posterior Perforations of the Fixt Portions 
of the Duodenum—J. E. Summers, Jr., Omaha, Neb. 

The Surgical Treatment of Retroversion of the Uterus—Frank- 
lin H. Martin, Chicago. 

Median Perineal Prostatectomy—George E. Goodfellow, San 
Francisco. 

Complications and Sequelae of Prostatectomy—J. E. Moore, 
Minneapolis, Minn. 

Pathology, Indications for Operation and Operations by the 
Suprapubic and Perineal Routes for Enlarged Prostate—J. 
B. Murphy, Chicago. 

Cholecystitis, with Special Reference to Etiology and Diagnosis 
—T. E. Potter, St. Joseph, Mo. 

Limitations in the Extirpation of Rectal Cancer by the Vaginal 
Route—A. F. Jonas, Omaha, Neb. 

Anatomy and Physiology of Absorption and Their Relation to 
Peritonitis—A. E. Hertzler, Kansas City, Mo. 


MINOR NOTES. 


Dirty Advertising.—At least one of the prominent magazines 
is hereafter to be sufficiently decent to be admitted to the doc- 
tor’s family. Everybody’s Magazine announces that hereafter 
it will accept only such advertisements as are strictly high-grade. 
It will decline objectionable patent medicine and “curative” ads. 
Good for Everybody’s! 


Profits in Patent Medicines.—Printer’s Ink announces that 
Dr. R.. V. Pierce will spend $750,000 for advertising in 1904, 
Hood’s Sarsaparilla company the same amount, the Castoria 
people $500,000, J. C. Ayer & Co. $350,000, the Lydia Pinkham 
outfit the same sum and Peruna manufacturers a half million— 
making a total of three millions of dollars for six companies. 
Think of the immense amount of poor whisky which must be 
drunk, not to mention other ingredients, to pay for all of this! 
It is no wonder that Peoria produces more whisky than all the 
rest of the world—and that you can’t buy Peoria whisky at any 
saloon in the country. ° 


Infection Hospital.—Press reports have it that Rush Medical 
College, of Chicago, is soon to build a hospital for the treatment 
of contagious diseases. It will be a fine thing—for students—if 
true. 


To Teach Dentistry.—By the International Dental Associa- 
tion it has been resolved that every medical college shall here- 
after have a chair of dentistry in its faculty. If a nicer name 
than “Professor of Dentistry” is desired by the mouth-doctor 
the chair may be yclept “Professor of Oral Hygiene and Prophy- 
laxis and Dental Pathology.” The duty of the dentist-professor 
will not, however, be so much to teach prophylaxis of tooth 
troubles as to make the student feel the necessity of examining 
the mouth of every old maid and sending her to the dentist for 
repairs. Thére’s method in their madness. 


White Plague Hospital.—Indianapolis will open a special hos- 
pital for incurable consumptives shortly after the New Year— 
the cost having been covered thru donations made as a result 
of work of the Flower Mission. It will be supported chiefly by 
the city. Other towns should follow suit. 


A Facetious Surgeon.—A valued contributor (Dr. Alfred de 
Roulet—one of the coming surgeons of Chicago, by the way, and 
an artist of no mean ability) speaking of the figure illustrating 
Dr. Lanphear’s case of excision of the chest-wall for carcimona, 
in last month’s Journal, says: ‘When I gazed on the spirited 
sketch of the ‘shapely nun’ I could readily understand her reluc- 
tance to being photograft—and no one could blame her for being 
in a convent!” Which goes to prove that more Frenchmen come 
from Cork than from Paris! 


What Doctors Miss.—Frank S. Betz, of Chicago, one of the 
shrewdest business men in this country, says there are about 
80,000 regular physicians in this country, that the “dear people” 
pay .out for patent medicines every year $165,000,000, to faith 
curers and other fakers $75,000,000 more—equal to $3,000.00 a 
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year for each regular doctor. He wants the reputable medical 


men to get this. 


United New York.—A committee has been appointed by each 
of the “state societies” in New York to bring about a union of 
the New York State Medical Association and the Medical So- 
ciety of the State of New York. As the split originally was 
over certain paragraphs of the old Code of Ethics and as that 
Code has been abandoned by the American Medical Association 
there should be no reason why amalgamation is not possible. 


New Dental College.—The Milwaukee College of Physicians 
and Surgeons will soon erect a building for a Dental School. 
Very soon dentists will be as thick as doctors; yet there will 
not be many more teeth than now—not even false ones. Pro- 
fessional work is not going to be as attractive in 1925 as it has 
been in the recent past. 


A Fine Sanatorium.—At Alamagordo, Colo., the Rock Island 
railroad is soon to build one of the greatest sanatoriums in the 
world for the care and cure of phthisical patients. It never rains 
there, microbes die promptly, putrefaction is unknown and con- 
sumptives already there have shown great improvement; so all 
would seem propitious. 


A Medical Philosopher.—‘Old Man” Waugh, of the Alka- 
loidal Clinic, is very much of a philosopher. Among some of his 
_ good sayings the following is characteristic: “If a man expects 
to go thru the world picking out only the nice, pleasant, agree- 
able things, he will make a mistake if he enters the medical pro- 
fession.” 


Benedict’s “Aphorisms.”—In Medical Herald, Dr. A. L. Bene- 
dict, of Buffalo, expresses the following ideas: “Beware the 
patient who always wants you in a hurry. Those who are worth 
dealing with will have a reasonable regard for the convenience 
of others.” * * * * “If there is a blessing on the man who 
makes two blades of grass grow where one grew before, there 
should be a double blessing on him who can cause one doctor to 
practice where two did before.” * * * * “If you can’t make 
a living out of medicine by your medical skill, go into some other 
line of work. Don’t try to hang onto practice by toadying to 
patients, working the church or dressing up to the theatrical 
ideal of a doctor.” 


Feminine Detectives——The doctors of Los Angeles have 
sunk to pretty low depths if this item in the St. Louis Medical 
Review is true: One of woman’s latest “professions” is that of 
a feminine resident of Los Angeles, Cal., who acts as a detective 
for a medical society. She visits doctors suspected of prac- 
ticing without licenses and gets them to prescribe for any num- 
ber of purported ills. Then the doctors are called into court. 


Professor Tanquary.—Dr. John H. Tanquary has been elected 
Professor of Orthopedic Surgery in Barnes Medical College, vice 
Dr. John W. Vaughan, resigned. 


Witherspoon’s Operation.—Prof. T. C. Witherspoon, of St. 
Louis University, has devised a new route for reaching the 
ureter in its lower half, very simple and very successful in its 
application. When publisht it should reflect great credit upon 
this progressive and active operator. 


Hypochondriacs in Street-Cars.—Have you noticed the effect 
of the plate-glass mirrors in the street-cars so far as concerns 
the medicine-takers? In very nearly every car one may see 
some cadaverous individual lean forward, deliberately stick out 
his tongue and carefully survey its reflection in the glass, and 
then lean back with a sigh, reach in his pocket and pull out a box 
of “dyspepsia tablets” and solemnly deliver one to his mouth! 
Oh, it’s a great sight—especially to a doctor who never sees a 
filthy tongue ! 


Twenty-five Years Old—The Chicago Gynecological Society 
recently celebrated the twenty-fifth anniversary of its founding. 
Dr. Emil Ries was elected president for 1904. 


President Dorsett.—Dr. Walter B. Dorsett, Professor of Ob- 
stetrics and Gynecology in the St. Louis University, was elected 


president of the American Association of Obstetricians and 
Gynecologists at its recent meeting. 


’ Low Death Rate.—The fewer the doctors the less the death- 
rate! Such at least would be the inference from the facts that 
under the Minnesota laws governing the practice of medicine 
the number of doctors in proportion to population has constantly 
decreast, and that late reports from the city of St. Paul show 
the startling figures of only 9.2 per 1,000 of estimated population, 
Perhaps the “estimator” places the number of inhabitants too 
high; or perhaps the Eddyites are abolishing death—in their 
esoteric minds. 


Dr. Lee Addresses.—Dr. Edward Wallace Lee of New York 
(formerly of St. Louis—and Omaha) delivered the address at St. 
Luke’s Hospital, South Bethlehem, Pa., on “Hospital Day,” Oct. 
17. It was highly appreciated according to press reports. 


A Just Verdict.—Journal of American Medical Association 
says the suit against Dr. Edward J. Bernstein, of Baltimore, for 
$10,000 damages, for the alleged loss of the life of a child from 
meningitis following the enucleation of an eyeball, has been de- 
cided in favor of the defendant. : 


“Doctor” Macdonald.—Mr. J. Macdonald, Jr., who has made 
the International Journal of Surgery such a phenomenal success, 
will soon graduate in medicine. He will be a prosperous doctor 
from the very first, for he has every attribute which makes for 
success in the practice of medicine. 


LITERARY NOTES. 


A Radio-Therapy Number. 

That ever-interesting publication: International Journal of 
Surgery of New York, devotes its entire October number to 
radio-therapy. Many of the best authorities have contributed 
to this special issue, the article of Professor Morton being espe- 
cially noteworthy. 


Ashby’s Diseases of Women. 


A Text-Book of the Diseases of Women; by Thomas A. Ash- 
by, M.D., Baltimore, Md., Professor of Diseases of Women in the 
University of Maryland; 8 vo., 660 pages, with 233 illustrations; 
publisht by the author. This is one of the important books of 
1903. It represents an immense amount of work, clinical as well 
as clerical, being entirely original and based chiefly upon per- 
sonal experiences. The illustrations, too, are for the most part 
drawn entirely for this work instead of being merely copied 
from other treatises. Some of his methods might be termed 
“old-fashioned,” as for example his preference of silk instead of 
catgut for ligatures in pelvic work—but there are other good 
men who have the same choice, tho they are rapidly growing 
less. Most gynecologists will not agree with his statement that 
masturbation among girls and women is not common (he thinks 
a half dozen will represent all of the female masturbators he has 
ever seen!); as many now regard it as a frequent cause of leu- 
corrhea; but will quite favor his assertion that the use of a 
bicycle does not tend to increase the practice. He prefers de- 
nudation of the perineum by scissors—the old plan of cutting 
strip after strip of tissue off until enough is removed; most 
operators have abandoned it in doing any variety of perineor- 
rhaphy. All these (and others) are minor faults, however. Upon 
the whole it is a most satisfactory book for both student and 
practitioner; and may be added with profit to the library of even 
the specialist in gynecology. 


Montgomery’s Gynecology. 

P. Blakiston’s Son & Co. of Philadelphia have issued a sec- 
ond edition of that excellent work. entitled: Practical Gyne- 
cology, by E. E. Montgomery, M.D., LL.D., Professor of Gyne- 
cology in Jefferson Medical College, Philadelphia. It is a magni- 
ficent book of 900 pages, with 539 illustrations (mostly original), 
which can be had for $5.00. The author has carefully revised 
the book, rearranging some parts, enlarging others and changing 
still others to meet his ideas of what was needed to increase 
the value of the book to both students and doctors. It is there- 
fore nearly 100 pages larger than the edition of three years ago. 
There are but few criticisms possible; and those of minor char- 
acter, such as his choice (page 89) that a nurse should handle 
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sponges in an abdominal section—a thing which should not be 
done; no one besides the surgeon and one assistant should touch 
a sponge or instrument or anything else which is to go in the 
belly; the more hands the more danger. The illustrations are 
of the highest type of photo-engraving—those taken from Deav- 
er’s Surgical Anatomy being especially beautiful. Altogether 
the book is a most desirable one for both physician and surgeon, 
and reflects great credit upon both author and publisher. 


Taylor’s Pocket Account Book. 

The Pocket Account Book for 1904, devised by Dr. J. J. Tay- 

lor, of the Medical Council, has been received. It may be had in 
cloth for 144 accounts or in leather at $1.00 by addressing the 
originator at Philadelphia. It’s superiority over other visiting 
lists lies in the fact that accounts kept as Dr. Taylor advises 
will stand in court, whereas the usual visiting-list entry will not. 


Gant’s Rectal Diseases. 


The work of Dr. S. G. Gant, formerly of Missouri, now Pro- 
fessor of Rectal Diseases in the New York Post-Graduate Medi- 
cal School, on Diseases of the Rectum and Anus has been trans- 
lated into the German by Dr. Achilles Rose. 


Gilliam’s Gynecology. 


A Text-Book of Practical Gynecology for Practitioners and 
Students by L. Tod Gilliam, M.D.; Professor of Gynecology in 
Starling Medical College, Columbus, O.; Gynecologist to St. 
Anthony and St. Francis Hospitals, Columbus, O.; Fellow of the 
American Association of Obstetricians and Gynecologists; Mem- 
ber of the American Medical Association, of the Ninth Interna- 
tional Medical Congress, and of the Pan-American Medical Con- 
gress; Honorary Member of the Northwestern Medical Associa- 
tion, Consulting Gynecologist to Park View Sanitarium, Etc. 
Royal Octavo, pages xvi—634. Illustrated with 350 engravings, 
a colored frontispiece and seven full-page half-tone plates. Ex- 
tra Cloth, $4.00 net; half Russia, $5.00 net, delivered. Phila- 
delphia: F. A. Davis Company, Publishers. 1914-16 Cherry St. 
This is a fairly satisfactory text-book for both practitioners and 
students, beautifully illustrated and well printed and bound. 
There are a number of surprising things about it—as, for ex- 


sermons preacht since Adam was a boy! Tho small, itis a good 
book; and every doctor ought to have a few copies for judicious 
distribution. 


Davis’s “Dietotherapy.” 


A System of Physiologic Therapeutics. A Practical Exposi- 
tion of the Methods, Other Than Drug-Giving, Useful in the Pre- 
vention of Disease and in the Treatment of the Sick. Edited by 
Solomon Solis Cohen, A.M., M.D., Professor of Medicine and 
Therapeutics in the Philadelphia Polyclinic; Lecturer on Clini- 
eal Medicine at Jefferson Medical College; Physician to the 
Philadelphia Hospital and to the Rush Hospital for Consumption, 
Ete. In 11 Octavo Volumes. American, English, German and 
French Authors. , Volume VI., Dietotherapy and Food in Health. 
By Nathan S. Davis, Jr., A.M., M.D., Professor of the Principles 
and Practice of Medicine in Northwestern University Medical 
School; Physician to Mercy Hospital and Wesley Hospital, Chi- 
cago; Member American Medical Association, Etc. Publisht by 
P. Blakiston’s Son & Co., 1012 Walnut St., Philadelphia. Price 
for the set complete, $27.50 net. This is a practical book on 
dietetics, a subject upon which the average doctor needs a world 
of instruction. Even in the four-year’s course of instruction now 
obligatory in all American medical schools there is not time 
enough for the student to acquire a satisfactory knowledge of 
this subject, even if he were so inclined—which he is not, the 
general opinion among students being that such things are “rot.” 
But after a few years’ experience the doctor learns there is 
more in faith and food than in medicine. It is to supply the 
necessary information concerning food that Dr. Davis has written 
this book, and it will be found very satisfactory. 


Saunders’ Question Compends. 
Essentials of Diseases of the Ear. By E. B. Gleason, S.B., 
M.D., Clinical Professor of Otology, Medico-Chirurgical College, 
Philadelphia; Surgeon in Charge of the Nose, Throat and Ear 
Department of the Northern Dispensary, Philadelphia, Etc. Third 


Edition. Thoroly Revised. 16 mo. volume of 214 pages, with 
114 illustrations. Philadelphia and London: W. B. Saunders & 
Co. Cloth, $1.00 net. This valuable little help, one of Saund- 
ers’ Question Compend Series, has reacht its third edition. The 


ample, a very full description of the clamp operation in vaginal book will be found of service, not alone as — to the student, 
hysterectomy, an operation which almost no one now performs, | >Ut-also to the physician who wishes to take a Naa Sg 
and a total absence of description of removal of the uterus with | COUrse in otology, enabling him, as it does, to acquire the rudi- 
the use of ligatures, which practically every experienced operator mentary facts of the science with as little preliminary reading as 


now does; also the advice to use a knife instead of scissors in | POSSible. The essentials of otology have been stated concisely, 


operating for lacerated cervix. There are, however, so many 
commendable things about the work that these minor objections 
should not restrict its sale—the book being designed anyway 
chiefly for the use of doctors who would scarcely make hyster- 
ectomies. The chapters on diseases of the rectum are of espe- 
cial importance, as the “common run of doctors” has not a suf- 


ficient knowledge of the importance of rectal diseases in their 
relation to diseases of women. 


Dr. Lydston’s New Book. 


Dr. G. Frank Lydston, of Chicago, will soon publish a book 
on sociology, entitled The Social Diseases, embracing the crime 
question, the social evil, etc. It will undoubtedly be a most in- 
teresting and valuable addition to literature as these subjects 
are of the greatest importance, not only to physicians, but every 
other student of human progress. 


The A. B. C. of Photomicrography. 

This is a practical handbook for beginners, by W. H. 
Walmsley, F.R.M.S., of Philadelphia, publisht by Tennant & 
Ward, of New York. It is a clean little volume of 150 pages, 
bound in neat buckram, well illustrated and seems well fitted for 
the use of those who desire to learn how to photograph the 
Wonderful things shown by the microscope. 


Sexual Hygiene. 

The Alkaloidal Clinic, of Chicago, has issued a nice little 
book of 275 pages upon the subject of “Sexual Hygiene,” being 
&compilation from books, articles and documents heretofore un- 
Dublisht. Some doctors object to such books—chiefly because of 
their ignorance. One says: “With decent people sexual mat- 
ters will regulate themselves without any help from doctors.” 
This is not so. A little timely advice from the family doctors of 
the civilized world would prevent more divorces than all the 


without sacrificing accuracy to brevity. The diagnosis and treat- 


to date by a thoroly scrupulous revision; only such methods of 
treatment being included, however, that have personally proved 
efficacious in the majority of cases. Besides carefully revising 
the old text, many interpolations of new matter have been made, 
thus somewhat increasing the number of pages in the present 
edition. The illustrations—many from original drawings—have 
been selected with the aims of the book constantly in view; and 
they form a very commendable feature of the work. Indeed, the 
little volume will unquestionably continue to be one of the most 
popular of Saunders’ unequalled Question Compend Series. 


Leuf’s Practical Gynecology. 


Practical Gynecology, Obstetrics, and the Menopause. By A. 
H. P. Leuf, M.D., Philadelphia. Three Parts, complete in one 
volume of 326 pages. Price, cloth, $2.50. Publisht by The Medi- 
cal Council, 4105 Walnut St., Philadelphia, Pa, U. S. A. The 
true key to this work may be found in the following extract from 
the preface: “A treatise upon any subject should be more than 
a mere dictionary of terms and methods; it should teach prin- 
ciples and their application; should indicate lines of thought; 
should stimulate investigation.” In the “Foreword” the author 
plainly shows the great value to the family physician, both pro- 
fessionally and financially, of a thoro knowledge of the science 
and competent skill in the art of gynecology (properly pro- 
nounced jin-e-col-o-gy, not guy-ne-col-o-gy). He also argues its 
reasonably easy attainment. The doctor should do all he can 
safely and correctly of his own work in diseases of women, 
rather than refer his patients to specialists for minor work which 
he could often do even better himself. Dr. Leuf in this little 
book attempts to tell the doctor how this may be done. He also 
has some very excellent chapters on obstetric practice which 


most doctors could read with benefit to themselves and their 
patients. 
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GYNECOLOGICAL NOTES. 


Procidentia Uteri. 


In the majority of cases of extreme prolapsus there is almost 
total absence of the pelvic floor even tho the skin of the perin- 
eum may never have been badly torn; and in a large proportion 
of cases there is a laceration of the cervix also—which was per- 
haps in great measure the primary cause of the prolapse, leading 
to subinvolution and retroversion at first and to complete pro- 
cidentia later in life, both gravity and intra-abdominal pressure 
adding to the downward displacement. The operative treatment 
must not, however, be determined by the cause but by the patho- 
logical conditions present. If the uterus is small and not ulcer- 
ated it may be returned and kept in fairly good position by an 

nterior colpotomy and a very tight perineorrhaphy; but as in 
. large majority such an operation will prove of only temporary 
benefit, it is far better to make a small opening in the abdominal 
wall and make ventral fixation, carefully scarifying the whole 
fundus so as to get plenty of surface-adhesion, chromicized cat- 
gut being preferable for sutures. If the uterus is immensely 
elongated—some uteri measure as much as seven or eight inches 
in depth—it is perhaps best to make a very high amputation and 
greatly narrow the vaginal outlet. Finally if the uterus be very 
large or very greatly ulcerated, vaginal hysterectomy with im- 
mediate anterior colporrhaphy (to support the displaced bladder) 
and close perineorrhaphy will be found to be the most effective 
mode of treatment. 


Sterility. 


Too often women are subjected to all sorts of treatment to 
cure “sterility” when the fault is on the part of the husband. 
Indeed, Brothers, on analysis of 250 cases in his work examined 
the husband in 72 instances and found the man responsible in 
50—more than two-thirds! This was, of course, in city practice 
where gonorrheal double epididymitis is so common; but male 
sterility in the country is also common. Among the chief causes 
in the female are stenosis of cervical canal, retro-displacements, 
occlusion of tubes (from gonorrheal salpingitis, etc.), tumors, 
chronic endometritis and general pelvic infections. Some of 
these are of such character as to be readily cured by operative 
measures; but if the gonococcus has played any important part 
in the production of the local condition a very guarded progno- 
sis must be given. 


Feces-Infection of the Endometrium. 

Dr. Phil Scholz, of St. Louis, has recently had under his 
care a case of acute, suppurative endometritis, due to infection 
with the bacillus coli communis. The route of invasion was clear 
—a fistulous tract from the rectum furnishing the direct means 
of infection. Curettage and gauze drainage with proper atten- 
tion to the fistula gave reduction of fever, subsidence of pain, 
and disappearance of soreness, without any evidence of broad- 
ligament or tubal infection. 


Salicylated Cotton for Uterine Dressing. 
Medical Fortnightly advises this mixture for preparation of 
cotton: 


Alcohol, concentrated, grm..... 


Dissolve the acid in the alcohol, add the glycerine and saturate 
the cotton. Wring it out dry and preserve in cans or bottles 
tightly closed. 


Postoperative Cystitis. 


One of the most troublesome complications of surgery of 
women is the cystitis which so often develops in spite of the 
utmost care. In a late article on this subject Baisch describes 
the methods of Doederlein employed to prevent its occurrence; 
with success in most instances, tho it is impossible to prevent 
the entrance of germs in all cases, and it is likewise impossible 
to refrain from injury to the bladder in many instances. The 
use of the catheter is avoided to the utmost possible extent, but 
if absolutely required, the bladder is stimulated to extra secretion 
by injection of glycerine. The evening after the operation, if 
the patient has not urinated spontaneously, he injects 20 cc. of 
a 2 per cent glycerine solution of boric acid. A Nelaton catheter 
is first introduced, and as soon as the first drops of urine make 


their appearance the syringe is applied and the borated glycerine 
slowly injected into the fuil bladder. Usually in less than five 
to ten minutes the patient experiences a desire to urinate spon- 
taneously, and the evacuation of the bladder is not followed by 
any ill after-effects; indeed no inconveniences have been ob- 
served in any case. It was not necessary to repeat the injection 
except in the rarest cases, generally after anterior colporrhaphy. 
In the Wertheim abdominal operation for cancer of the uterus 
the bladder is always so injured that it is not able to respond to 
this stimulus; in these cases the inevitable catheterization is 
followed each time by rinsing out the bladder with 500 cc. of a 
3 per cent solution of boric acid. By these measures postopera- 
tive cystitis has been warded off in nearly every instance. If 
no effect is derived from a glycerine injection, it is followed in 
an- hour by catheterization with the disinfecting injection im- 
mediately afterward. The rinsing procedure should be repeated 
as long as the catheter is needed, until urination has become 
spontaneous and complete. 


Puerperal Sepsis. 


New England Medical Monthly quotes Vineberg as saying: 
“When a case of uterine sepsis progresses unfavorably after 
curetting, irrigation and proper general treatment, as evidenced 
by the pulse, the temperature and the condition of the uterus, 
we are justified in opening the abdomen and removing the uter. 
us, unless, after opening the abdomen, we find some condition 
outside of the uterus to account for the persistence of the sepsis, 
or if we find some condition in the uterus itself, as a single intra- 
mural abscess or a localized gangrene, which would admit of re- 
moval without ablation of the whole organ, as in cases reported 
by Hirst and myself.” ” 


Vaginal Examinations. 

It is well to adopt the rule never to make a vaginal exam- 
ination under any circumstances without having obtained the 
consent of the patient; and it should be done in the presence 
of a third party who is a reliable witness. 


. Repair of Lacerated Cervix. 

In a paper in the Journal of American Medical Association, 
Oct. 31, 1903, Dr. Daniel H. Craig of Boston, editor of Annals 
of Gynecology and surgeon to the Woman’s Hospital, gives the 
following as his conclusions: (1) Immediate repair of the 
cervix is indicated only in exceptional cases aside from the con- 
trol of hemorrhage. (2) Mediate repair (during continuance of 
lochia) is contraindicated, except it be in some unusual case. (3) 
Secondary repair is indicated as soon as symptoms are definitely 
due to the laceration, such symptoms failing of relief by pallia- 
tive measures or recurring after apparent palliative cure. Opera- 
tion should be prompt, not necessarily early. (4) Operations 
on women past thirty-five give better permanent results than 
in younger women. (5) Repair of the cervix is indicated as 
prophylactic of malignancy in a woman approaching the cancer 
age if the cervix manifests locally evidence of cellular irritation, 
whether or not causing subjective symptoms. (6) Lacerations 
in which operation is not indicated should be kept under close 
observation as the cancer age approaches. (7) Obstetricians 
are obviously unable to avoid lacerations of the cervix in many 
cases, but if the above deductions are correct a far more strict 
asepsis will, by favoring spontaneous primary union of such lac- 
erations, do much toward lessening the number of secondary 
tracheloplastic operations. 


Mammary Cysts. 

Dr. Robert Abbe, of New York, is of the opinion that these 
tumors are much more common than is generally thought. They 
are frequently diagnosed as malignant, and treatment by extirpa- 
tion recommended (when it is, perhaps, unnecessary) on the 
ground that if not malignant the gland is likely to become S80. 
Formerly he himself considered them as degenerative, but of 
late years it has been his custom to test the nature of the sus 
pected tumor by aspiration before making an absolute diagnosis. 
Reviewing his private practice, in eight years he has seen forty- 
one cases of mammary cyst, and fifty-six of scirrhous tumors, 
besides a number of innocent inflammatory adenomas, and he 
thinks this is not far from the average surgical experience. Two 
points have impresst him in this series of cases: (1) The dif 
ferential diagnosis, which can be said to be easy and absolute, 
and (2) the cure, which can also be said to be easy and abso 
lute. He calls attention to the deceptive hardness, which ret 
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ders it impossible sometimes te determine the cystic character 
of the tumor without exploratory aspiration. When the tumor 
is found to be cystic, the withdrawal of fluid in the great ma- 
jority of cases seems to be sufficient for a cure. In only two of 
his forty-one cases was the cyst refilled and secondary aspira- 
tion required. He thinks it is the duty of every surgeon to test 
the nature of each doubtful hard tumor with an aspirating needle 
thrust quickly. into its very center, sterilizing the skin by a mo- 
ment’s friction with alcohol. The results in satisfaction to the 
patient and practioner, he thinks, will be all that can be desired. 
But on the whole it is rather dangerous advice for the average 
doctor to follow. 


SURGICAL NOTES. 


Tyson on Renal Decapsulation. 


At this autumn’s meeting of the Pennsylvania Medical So- 
ciety, Dr. James Tyson, Professor of Clinical Medicine in the 
University of Pennsylvania, reported a case of Bright’s disease 
treated by the Edebohl’s method: stripping of the fibrous cap- 
sule from about three-fourths of the kidney surface. He said 
he now regards the operation as at least life-prolonging, as cura- 
tive in some and as applicable to cases other than those of 
nephritis in its various forms. He assumes that the operation 
should not be done until medical measures have been thoroly 
applied; yet it should not be deferred until the patient is mori- 
bund. He considers parenchymatous nephritis more favorable 
for operation than interstitial. Further application of the opera- 


— is suggested in cases of obstinate so-called “idiopathic hema- 
turia.” 


Scrotal Wounds. 

In dealing with wounds of the scrotum the surgeon should 
never discard the damaged skin—it is so vascular that even the 
worst flap will heal. Fenwick advises that a wound of the 
scrotum should be warmed before uniting it with sutures, as it is 
thus readily relaxt. 


Foreign Bodies Swallowed. 


Whenever a foreign body has been swallowed and it cannot 
be recovered by emesis (especially when it is a sharp thing, like 
an open safety-pin), it is unwise to give purgatives. Better far 
to give a little opium with constipating food: potatoes, cheese, 
boiled eggs, etc., in the hope that the missing article may be- 
come imbedded in a mass and passt off without injury to the 
mucous membrane. 


For Pruritus Ani. 
For this very troublesome condition Tuttle advises: 


M. Ft. unguentum. Sig. Apply twice daily on lint. 

Ext. ergotae fl........ 64 
Ol. olivae, (seu lini) cum acid. carbolici 


M. Sig. Apply locally as required. Shake before use. 


Operation for Hepatic Cirrhosis. 


Dr. Malcolm L. Harris, Professor of Surgery, in the Chicago 
Policlinic, has six times performed Talma’s operation for ascites 
Of the six cases, five were dead in- 
side of a month after operation and one was alive, but without 
improvement, five months after operation. The five cases that 
died were undoubted cases of alcoholic cirrhosis; the one that 
was living at the end of five months was in all probability due to 
syphilis. All of them were far advanced when operation was 
undertaken, and, while it can not be claimed that any material 
improvement followed the. operation, yet in none was death has- 
tened by the operative treatment. Great temporary improve- 
ment followed in one case, where, in addition to omentopexy, 
drainage of the bile-tract was instituted for relief of “cholemic 
symptoms”; and Harris thinks this addition should be made in 
Many instances. From a careful study of the pathology of the 
disease as well as all publisht case reports he reaches the con- 
clusions (1) that the benefits to be derived from Talma’s opera- 


tion in alcoholic cirrhosis, even under favorable conditions, are 
but temporary. (In 105 cases collected by Greenough, but 9 
showed improvement after two years.) (2) That in order to 
obtain the full benefit of the operation, it should be performed 
early, at the first appearance of ascites or even to anticipate 
the ascites, if possible. (3) That in cases showing jaundice 
or symptoms of cholemia, cholecystostomy should be performed 
at the same time. 


: Liquid Antiseptic Soap. 
A good formula for liquid antiseptic soap was publisht re- 
cently by M. I. Wilbert, apothecary at the German Hospital, of 
Philadelphia (Merck’s Archives). It is as follows: 


R 
Sodium hydrate, gm. 
Potassium carbonate, gm..... 10 


To the oil contained in a bottle of sufficient size, ‘add 100 ce. of 
water and 200 cc. of alcohol; add the sodium hydrate and shake 
or stir occasionally until saponification has taken place; then 
add the remaining proportions of the alcohol, and the potassium 
carbonate dissolved in the water; lastly, add the carbolic acid 
and the ether, and mix or shake well. This soap is a rather yel- 
low liquid, with a not unpleasant ethereal odor and a distinctly 
alkaline reaction. It should be kept in well-corkt bottles, to 
prevent evaporation of the alcohol, and at a temperature not 
below 50° F., to avoid solidification, tho the latter does no per- 
manent harm, as the soap will liquefy again when left in a warm 
place for some time. A few drops poured in the palm of the 
hand, after previously wetting, will give with a slight rubbing 
a copious lather that stands up well for a considerable length of 
time. 


Catheters for Prostatics. 

Every patient with enlarged prostate must be taught how to 
catheterize himself, and especially how to keep his catheter 
clean. Many lives are lost every year from infection by dirty 
catheterization. Every man with prostatic obstruction should be 
impresst with the fact that his life is in his own hands—he is 
never safe unless he is able to catheterize himself any more 
than is a man with hernia who has never learned to reduce it. 
Neglect on the part of the family doctor to teach both how to 
act is little less than criminal. 


For Acute Gonorrhea. 
In the Therapeutic Gazette Dr. W. H. Whitehead, of Atlanta; 
Ga., deseribes his method of treatment. He instills twice daily 


into the anterior urethra one-half drachm of the following oint- 
ment: 


R_ Yellow oxide of mercury............... 1.5 
Powdered scale pepsin......... 
Powdered caroid, of each..............16. 

And gives internally this compound: 

Powdered pepsin..... 16. 


Mix and divide into thirty equal parts; put in cacheis or 
cold wafers. Direct, one before meals and one at late bed-time. 


Occlusion of Aneurism. 


Macewan’s operation for aneurism (introduction of gold or 
platinum wire) or any other treatment intended to cure by oc- 
clusion with an artificial thrombus should never be attempted 
in any patient suffering from any septic condition—ahscess, 
chronic ulcer, otitis media suppurativa and the like—on account 
of the danger of inducing yellow softening of the clot. 


Operations for Cancer of Rectum. 
Before the New York State Medical Association this year 
Dr. James P. Tuttle; Professor of Rectal Surgery in the New 
York Polyclinic, read a paper on this subject, giving the results 


obtained by him in 43 excisions, and asserting that no other 
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method than extirpation has ever cured a single case of carcino- 
ma of the rectum or sigmoid. Colostomy is the only operation 
which can be compared with it, and his belief is that colostomy 
does not prolong life and is only indicated when scirrhous 
growths completely occlude the gut, or the growth is of the 
hemorrhagic type. Extirpation gives complete temporary relief 
and buoys up the patient with the possibility of a cure. Of the 
48 cases, 12 were unsuccessful; 22 are now living and well, after 
periods of from 2 to 11 years. Tuttle says every case of diarrhea, 
‘ with or without bloody discharges, lasting over a fortnight 
should be subjected to an instrumental examination of the rec- 
tum or colon. A failure to make an early diagnosis is the great- 
est cause of death, and next to it comes infection, but very often 
the latter can not be avoided. A carcinoma which is not mova- 
ble is usually considered inoperable, but he has several seem- 
ingly hopeless cases that he has been tempted to operate on 
by the earnest entreaties of the patient, and the fact that every 
now and then life can be saved and the person restored to use- 
fulness and comfort should make the surgeon chary about abso- 
lutely refusing to operate even tho the chances of benefit are 
slight. 


Wandering Spleen. 

Journal of American Medical Association says Sakharoff 
thinks if the spleen is more than two or three times its original 
size, it had better be removed instead of trying to merely fasten 
it in normal position. He describes a case in which he removed 
a malarial spleen from a woman of 28, a multipara. The spleen 
after its removal weighed 960 gm. The hemoglobin gradually 
increast from 60-per-cent after two-weeks to 78 per cent three 
weeks later, and the proportion of reds to whites from 115 to 1 
at the first examination to 180 to 1 at the second. Her health 
has continued good to date. He mentions that her appetite be- 
came exorbitant for a time after the splenectomy, which phen- 
omenon has been noted by other surgeons in such cases. Typi- 
cal attacks of malaria also developt eleven days after the opera- 
tion, but subsided under quinine. This has also been observed 
by othéfs. 


Dead Bone Near the Knee. 


It should always be borne in mind that in necrosis of the 
lower end of the femur there is no periosteal sheath in the 
popliteal space. The sequestrum, too, lies directly under the 
popliteal artery in many instances, so much care must be exer- 
cised not to injure that vessel. The joint also must not be 
opened unless absolutely unavoidable. The external popliteal 
nerve may be seriously injured if its exact location is not kept 
in mind. Blunt dissection is best borne. 


Treatment of Umbilical Hernia. 


In a recent paper on “The Operative Treatment of Umbilical 
Hernia,” Dr. J. Collins Warren, Professor of Surgery in Har- 
vard Medical School, says that umbilical hernia in children rarely 
comes under the surgeon’s care, as it is usually kept reduced by 
a suitable support until the opening disappears and a cure is 
effected. The typical surgical case is that of a woman of middle 
or advanced life, corpulent habit and mother of a large family. 
The etiology seems apparently to be the changes of pregnancy 
and the relaxt condition in which the parts are left, the force of 
gravity and the pressure of clothing causing a giving way of the 
weakened walls. As the adipose tissue accumulates, the cicatri- 
cial tissue of the umbilicus is drawn on and drags the funnel- 
shaped fold of peritoneum thru the true abdominal wall. While 
this form of hernia has generally been considered more liable 
to relapse than the others, recurrences, he thinks, are becoming 
fewer with improved conditions. This is not due to new meth- 
ods, but to more care in suturing and in perfecting the opera- 
tion. In the operation he prefers the hernial sac should be ex- 
posed by two slightly curved incisions on the median line, meet- 
ing above and below and exposing the walls of the sac as far as 
the neck and surrounding aponeurosis. The sac should then be 
opened and the contents freed from adhesions and returned into 
the abdomen. If the omentum is matted together it had better 
be excised at a point below the portion usually occupying the 
sac. The sac should then be carefully excised and the vessels 
secured. The opening that is left in the abdominal wall is oval, 
with its long diameter lying at right angles to the linea alba. 
The peritoneum should, if possible, be separated from the fascia 
and secured by fine sutures. The edges of the hernial ring con- 
sist of the tendinous raphe formed from blending of the apon- 
euroses of the abdominal muscles. The accurate coaptation of 


these edges is important and is best effected by closing the 
ring transyersely instead of vertically, which is much easier. 
The material he prefers for suturing the peritoneum is fine silk, 
No. 8, such as is used for intestinal suturing; a little larger silk 
is used for suturing the aponeurosis; but most operators now 
prefer chromicized catgut. Enough of this layer should be tak- 
en up to hold the sutures securely. The adipose layer and outer 
integuments should be trimmed with a knife so as to fall easily 
into apposition. This involves excision of the umbilicus, and a 
certain amount of skin on either side. The adipose layer is tnen 
caught together by medium-sized sutures and the skin united by 
silkworm gut. A new feature in the treatment of these cases 
is excision of the thick layer of adipose tissue, sometimes sev- 
eral inches in thickness in the median line. To remove this a 
median incision should be extended thru the skin and subcutan- 
eous adipose tissue from a point two inches below the ensiform 
cartilage to the transverse fold defining the upper limit of the 


mons veneris. The skin, with the adipose tissue still attacht, - 


is then dissected away until the integument has been freed as 
far as the loins. The vessels that are divided are easily secured. 
After hemorrhage has been arrested the skin should be attacht 
to the aponeurosis by two or three catgut sutures to prevent 
dead spaces, and the edges of the skin should be united in the 
usual way by silkworm gut. This leaves a long cicatrix, but 
it contracts considerably with time. It is a better method than 
the transverse or crescentic-shaped incision by which the fold 
itself might be excised. 


Cure of Cancer of the Stomach. 


That cancer of the stomach may, if recognized early, be 
easily cured by proper. operation is claimed by Dr. W. J. Mayo, 
of Rochester, Minn., in St. Paul Medical Journal; and he be- 
lieves as favorable results will soon be secured as in any other 
form of carcinoma. Even now permanent cure is obtained in 
from 5 to 8 per cent of the cases, according to the skill of the 
operator. Alleviation of the symptoms in from one to three 
years is to be expected in many of the cases; those which are 
not operated upon die within one year. Gastro-enterostomy gives 
an average prolongation of life of three months, and a radical 
operation gives an average of thirteen months. The greatest 
obstacle to be overcome is the difficulty of diagnosis before the 
disease becomes inoperable. Mayo urges early exploratory ab- 
dominal section in suspected cases, because of the fact that the 
appearance of a tumor, while settling the diagnosis, also stamps 
the case as inoperable, altho occasionally a small movable mass 
in the region of the pylorus becomes palpable before it has reacht 
the inoperative period. Repeated and pains-taking examina- 
tions of the stomach contents gives but little aid to the diagno- 
sis. Mayo has performed pylorectomy twenty times with three 
deaths. One patient lived three years and five months; several 
are still alive, but have not reacht the three-year limit. 


Present Status of the X-Ray Treatment. 

W. B. Coley, New York, gives a brief resume of the reports of 
a large experience in the use of the x-ray in the treatment of 
malignant tumors, both carcinomatous and sarcomatous in char- 
acter, and adds the result of his own experience in the treat- 
ment of twenty-five cases during the year 1902. His discussion 
of the results obtained by others as well as in his own cases 
leads to the conclusion that there is abundant evidence that the 
x-rays have an inhibitory action on all forms of malignant 
tumors, but the number of cases is insufficient to enable us to 
state what particular varieties are most susceptible to this in- 
fluence. So far it would seem that sarcomas primary in the 
lymph glands yield most readily to the treatment, while super- 
ficial epitheliomas might be placed in the same category. Sev- 
eral cases of recurrent carcinoma of the breast have been ob- 
served in which the growths have entirely disappeared after pro- 
longed exposure to the x-rays, yet all of these cases have been 
too recent to be classt as cured. In fact, he thinks sufficient 
time has not yet elapst in a single case of cancer treated with 
the x-ray to justify us in regarding it as cured. While this 
should prevent one from reporting patients as “cured” in whom 
the tumors have merely disappeared under treatment, it should 
nevertheless not minimize the importance of these immediate 
results, even if they be no more than a prolongation of life or an 
alleviation of suffering. By a deeper insight into the nature of 
the x-ray, to be gained in further experience, we may hope to 
better utilize its power and so accomplish better results. While 
the x-ray has a legitimate place in the treatment of inoperable 
cancer, present data do not warrant us in advising the method 
in primary operable cases. 
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